C.M.A. BIENNIAL CONFERENCE 
Nagpur, October, 24-27, 1953 


RNAL OF 


THE JOURNAL OF 


INDIA, 
CEYLON 
2 


Published Bi-monthly 


CHLOROQUINE SULPHATE 


for rapid relief of acute ; maton with 
absence of side effects, in partially 
immune or malaria tolerant subjects. 


*Nivaquine’ is supplied in containers 
of 10 and 500x0:20 Gm. (each tablet 
contains the equivalent of 0°15 Gm. 
chloroquine base). 
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Lowest acetylation ‘Higher potency 


Excellent solubility Greater renal safety 
Rapid response Uniform distribution 
Sustained action Low protein fixation 
Minimum side effects Alkalies not iiieane 


Strikingly low toxicity Lesser drug sensitivity 


Wide range of indications Better response in 


urinary infections 
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Guide to Treatment which 


never becomes out of date......... 


The practitioners Card Index Guide to treatment (Published by 
Messrs Practitioners Guide Index Ltd., London-England) is the 
most unique, rapid, up-to-date reference system giving the latest methods 
of therapy in nearly 4)0 different diseases. The subject matter, compiled 
by specialists experienced in Medical Publishing, is revised and brought 
completely up-to-date every three months in steps with the latest develop- 
ment in world medicine. It thus fills a long felt want in providing a 
compact, comprehensive reference system which never grows oid. One 
complete index, with an addendum of modern pharmaceutical specialities, 
is supplied in a handsome cabinet for Rs. 35/+ including the first four 


quarterly replacements. Subsequently, cost of the replacement service 
is Rs. 12/- per annum. 


Full details may be obtained from: 
TIMES SURGICAL CO, 


(Sole agents for India and Pakistan) 
P.O. Box No. 1336 DELHI-6. India. 
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men and women who hold a recognized qualificatign in Western Medicine 
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with the main object of the Association, defined as the prevention and relief 
of human suffering and the pursuit of measures for the promotion of health 
in the spirit of Christ in the extending of the Kingdom of God. 


Entrance fee, required from all members, is two rupees with the exception 
mentioned below. Annual dues are seven rupees in advance; but when there 
is more than one member at the same address, up to a maximum of three 
members may combine to share one JOURNAL if so desired. The rates then 
will be for two members to one JouRNAL Rs. 9 per year, for three members 
Rs, 11 per year. Those desiring group membership should apply in groups 
of two or three sending the amount indicated and the names of the members 
indicating in whose name the JouRNAL is to be sent. When a member is on 
furlough and payment is to be paid in other currencies : 


America Europe 
One Year’s Subscription: ’ $ 1.10 sh. 8 
One Year’s Membership: $ 1.50 sh. 11 
One Year’s Entrance Fee and 
Membership: $ 2.00 sh. 14 
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An exception is made for members whose monthly salary does not exceed 
Rs. 100. For such the entrance fee is eight annas and the annual dues are 
five rupees and eight annas, except that when husband and wife are both 
members the entrance fee will be eight annas each and the total annual dues 
will be six rupees, with the provision of one JOURNAL only. 


New members shall be proposed by one member of the Association. 
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DEFINITION!!! 


GERMAN 


ERICH KRUPPA 


INTENSIFYING SCREENS 


IN ALL STANDARD SIZES 


* 


Neo-X Press . . . for Sensational Speed 
Fienkorn . . . for Highest Definition 


12” x 15” Rs, 150 
10” x 12” Rs. 100 
8” x 10” Rs, 55 


ALSO 
FLUOROSCOPIC SCREENS OF 
EXCEPTIONAL DETAIL AND ILLUMINATION 


Rs, 375 


NOW AVAILABLE FROM 


MALGHAM BROS 


26, Old Custom House Road 
Fort, BOMBAY | 


Tel: 25324 
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for every need 


The combination of penicillin with another 

bactericidal drug like streptomycin is clearly 

indicated in the urgent undiagnosed case, the 

great majority of mixed infections, and where 

the bacterial nature of the . infection is in 

doubt. Moreover, when the response to 

treatment is poor because the organisms are 

relatively resistant to one antibiotic, a notable aaaea sane 
advantage of combined therapy is the achieve- 
ment of synergistic effect, and this also 

prevents the development of acquired resis- 

tance. These principles are put into practice 

in Seclomycin and Estomycin. 


Fortified procaine penicillin 400,000 units plus strepto- Penicillin ester with special affinity for the lungs, plus 
mycin sulphate 0.5 gram, Effective against mixed streptomycin sulphate; for mixed respiratory infections 
infections commonly occurring in peritonitis, infected and pulmonary tuberculosis complicated by secondary 
wounds and urinary tract infections. infection. 
Both preparations are issued in dry form for aqueous injection and are available in 
‘single dose’ vials; Estomycin is also available in a special ‘single dose’ for infants. 


GLAXO LABORATORIES (INDIA) LTD., BOMBAY - CALCUTTA - MADRAS 


GLAXO RELIABILITY 


for the tuberculous patient 


The therapeutic advances of the past few years have notably 
brightened the ultin.ate prognosis for tuberculous patients whose 
outlook a few years ago would have been hopeless. 


The remarkable effectiveness of isoniazid has been conclusively 
proved by several well-conducted trials. Cases of pulmonary 
tuberculosis treated with Pelazid (brand of isoniazid) experience 
rapid improvement as evidenced by gain in weight, return of 
appetite and sense of well-being. Fever, cough and expectoration 
are eliminated or markedly reduced within a short time of the 
institution of treatment, / 
Pelazid is extremely well tolerated and is 
virtually free from toxic effects. | 
Pelazid tablets are given by mouth, 


50 
> mg. tablets. Bottles of 
oS? zoo and 1000 tablets. 
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PELAZID 


GLAXO LABORATORIES (INDIA) LTDO., BOMBAY - CALCUTTA - MADRAS 
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LATEST ARRIVALS! 


*FIAS ALL-GLASS SYRINGES of Resistance Glass and Luer Mount 
Made in Italy. 
®HELLIGE original Micro Slides of Polished Edges Made in Germany. 
*HOT AIR STERILIZERS Made in Switzerland. 


Price list on Request 


ASHA SCIENTIFIC COMPANY 
Lotkikar Mansion, 503, Girgaum Road, BOMBAY 2 


A Dependable Source for Hospital, Laboratory and Physician Supplies. 


KAHN ANTIGEN 


in 10 c.c. phials 
Supplied at Rs. 12 per 10 c.c. 


Please apply to 
THE CHIEF MEDICAL OFFICER 
Swedish Mission Hospital 
TIRUPATTUR, RAMNAD DISTRICT, S. INDIA 


For Everything of 


HYDNOCARPUS 


In the Treatment of 


LEPROSY 


We manufacture specially refined Hydnocarpus 
Wightiana (fatty acids free and non-irritant) 
Ethyl Hydnocarpates (esters) and combinations 
with Creosote, Iodine, Camphor, etc., etc., 
for Injections in the treatment of Leprosy. 


PRICE LIST ON REQUEST: 


B. M. JOSEPH & Co., Laboratories 


PERUMANUR, ERNAKULAM (S. India) 
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In fluid 


replacement 
therapy.... 


‘PLASMOSAN’ 


trade mork 


polyvinylpyrrolidone solution 


1s a Suitable preparation for the restoration and 
maintenance of the circulatory blood volume. 
It is free from many of the disadvantages of 
other infusion fluids such as saline and dextrose- 
saline. 

Molecular weights of the chosen fraction of 
polyvinylpyrrolidone vary between 30,000 and 
60,000 as compared with a figure of 69,000 for 
serum albumin, and a 3-5 per cent. solution 
shows variations in colloidal osmostic pressure 
canging between 0-033 and 0-040 atmospheres. 
The viscosity of such a solution is of the same 
order as that of blood and about twice that of 
water. 

Polyvinylpyrrolidone does not readily escape 
through the vessel wall, and is excreted at a 
cate comparable with the regeneration of the 
plasma proteins. 


We shall be glad to send detailed literature on request 


*PLASMOSAN 


MAY & BAKER LTD 
bottles of 540 c.c. 
in cartons of 4. 


distributors. 
MAY & BAKER (INDIA) LTD BOMBAY - CALCUTTA - MADRAS - NEW DELHI - LUCKNOW - GAUHATI 
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Tel: ‘SCIENCAID’ 


D. SHAH & COMPANY 


Importer and Exporter of 
Hospital and Laboratory Requisites 
24, Sardar Griha Building, Lohar Chawl 
‘ BOMBAY 2 


FRESH ARRIVALS OF 


MICROSCOPES 
for Clinics and Students 


COLORIMETERS 
HAEMOMETERS 
HAEMOCYTOMETERS 
CENTRIFUGE 
Machines Electric and 
Hand 
SEDIMENTATION 
Apparatus 
LABORATORY GLASS 
Wares 
DIAGNOSTIC SETS 
BIOLOGICAL STAINS 


KAHN & WIDAL 
Test Outfits 


SERVING THE PROFESSION 
SINCE 1920 


Surgeons’ 
INSTRUMENTS 


Hospital 
EQUIPMENT 
& 
Day-to-day 
SUPPLIES 


RUBBER GOODS 
ENAMELWARE 
ETC, 


TELEPHONE: 41936 
TELEGRAMS: “SURGICO” 


counts @ 


[' is our pledge that in all our dealings with 
our clients—Hospitals, Surgeons, Physicians 
all over India—we shall continue to work 
earnestly to serve them better, give them always 
better value, fill their orders accurately and 
as far as possible completely and always forward 
them with the utmost speed by the cheapest 
and quickest route, so that the right goods are 
in their hands when needed ... . 


BOMBAY SURGICAL CO. 


NEW CHARNI ROAD, BOMBAY—4 
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T.C.F. Vitamin 
(l-ascorbic acid) acts as 
an excellent cell tonic 
through the regulation of 
cellular metabolism and the 
maintenance of intercellular 
substance. 


TABLETS: Each tablet contains 
50 mgs. L-ascorbic acid. 

Available in bottles of 25, 100, 

500 and 1000 tablets. 


PARENTERAL: ec. contains 
100 mgs. t-ascorbie «cid. 

In boxes of 6, 25, 50 and 100 
ampoules of 2 ¢.c. and 3, 10, 25, 

50 and 100 ampoules of 5 cc 


| 
* 
3 
fey 
te 
TEDDINGTON CHEMICAL FACTORY LTD. 
(Biological, & Pharmaceutical Laboratories) 
en Road, Andheri, Bombay.» 
Sole Distributors: W.T. SUREN & CO. LTD.,” 
Branches: CALCUTTA: P. O. Box 672. MADRAS: P. O. Box 1286 eee 
| Branches : CALCUTTA: P. O. Box 672. MADRAS: P. O. Box 1286. See 
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Let us have your enquries for 
DRUGS 
CHEMICALS 
LABORATORY APPARATUS 


DRESSINGS 
INSTRUMENTS 


We can supply at reasonable prices 


THE C.M.A. 
HOSPITAL SUPPLY AGENCY 


DHAPLA BUILDING, GOVERNMENT GATE ROAD 
BOMBAY 12 


| Telegrams: SUCCOUR™ 
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The restorative tonic 


- Livogen is invaluable in all cases of nervous 
depression, reduced vitality, and general 
debility. It restores vitality rationally, 
by supplementing depleted 
vitamin B reserves of the body. 

It is a balanced combination 
of liquid extract of liver B.P., 
extract of yeast, vitamin B,, 
and nicotinic acid. The 
suggested dosage is two 
teaspoonfuls once or 

twice daily. Literature 

is available to members 

of the medical 


profession on request. 


Each fluid ounce contains 10 micrograms of Vitamin By, 
Bottles of 4 and 16 fluid ounces. 


THE BRITISH DRUG HOUSES LTD. LONDON 
Distributed in India by: 


BRITISH DRUG HOUSES (INDIA) LTD. 


P. 0. Box 1341, BOMBAY 1. Branches at CALCUTTA - DELHI - MADRAS 
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SILTEN 


LEUCOTROPIN 
*SILBE’ 


Some Distinguished Specialities of 


In all Rheumatic diseases, Arthritis, Polyarthritis, 
INJECTIONS AND Inflammatory affections, Articular rheumatism, Sciatica, 


TABLETS Lumbago, Neuralgia. 
ae” Especially effective in chronic and acute Sciatica and 


INJECTIONS Lumbago, Arthritis deformans, Articular rheumatism. 


a Bronchial Asthma, Bronchitis, Bronchial catarrh, 
TABLETS Hay Fever. 


Antispasmodic with a special sedative action on the 

PAPATROPIN — vagus, Spasms of the gastrointestinal tract, Colics of 
TABLETS all sorts, Vomiting during pregnancy, affections of bile 
and gall bladder, Angina pectoris, cardiac asthma. 


Sole Agents for India: 
VYAS BROTHERS LIMITED 


PRINCESS STREET, BOMBAY 2 
STATION ROAD, ANAND (Dist. Kaira) 


LTD., LONDON 


CHEMISTS 


TABLETS 


ASPIRIN COMPOUND 


ALL INDIA MISSIONS TABLET INDUSTRY 
BANGARAPET, S. INDIA 


The sign of econom’) combined with quality 


SPECIALS 
FOLIC ACID MEDICINE#CASES 
VITAMIN K. BIBLES 
VITAMIN B COMPLEX IODINE SWABS 
SULPHANILAMIDE AMMONIATED MERCURY 


Mission Institutions Only 


OINTMENT 


Write for price list 


0/ 
KS 
INDUS TRY 
xii 


RESOTREN 


A NEW CONTRIBUTION 


TOWARDS 
» Bayera 
CHEMOTHERAPY OF ALL STAGES OF joverkusen, Germony 
AMOEBIASIS 


_A. Halawani (J. R Egypt, M. A. 1951, p. 731) could 
effect a clinical cure with Resotren in 93% of his cases. 
His patients gave histories of repeated attacks of 
amoebic dysentery varying from six months to fourteen 
years, and a number of them had previously received 
several courses of specific drugs including emetine 

and aureomycin. 


RESOTREN MEDICATION IS THE TREATMENT 
OF CHOICE IN ACUTE AND CHRONIC AMOEBIC 
DYSENTERY, HEPATIC AND PULMONARY 
AMOEBIASIS, LIVER ABSCESS, ETC. 


Available in tubes of 20 tablets of 0.5 g. 
Literature and samples on request. 


Sole Importers in India: 


CHOWGULE & CO. (HIND) LTD. 


Lentin Chambers, Dalal Street, 
Post Box No. 1478, BOMBAY 1. 


* 


Branches: 


P.O. Box 8943, Calcutta 13. P.O. Box 1743, Madras I. 
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ALBERT DAVID LTD. 


ONE STEP 
FURTHER IN THE TREATMENT OF 


1. Rheumatoid arthritis and spondylitis. 
2. Osteoarthritis. | 


3. Inflammatory and musculoskeletal 
diseases. 


4. Gout. i 
ALBERT DAVID presents 


PHENYL BUTAZONE WITH VITAMIN C 
Coated tablets 


In 97°6% of cases, improvement was observed 
in Rheumatoid Arthritis patients within 10 
days of treatment. 


Currie, Lancet II. 15. 1952 


Phenyl Butazone has produced remarkable 
symptomatic relief in high proportion of cases 
of Rheumatoid Arthritis. 


Davies et al. Brit. M. J. If. 1392. 1952 


In Rheumatoid Arthritis, a suppressive effect 
was noted in all cases. In 48 patients with 
acute and chronic gout, there was improve- 
ment in all instances with Phenyl Butazone. 


Kuzell et al. J.A.M.A. 149. 729. 1952 


AVAILABLE IN BOTTLES OF 20 TABLETS EACH 


15, CHITTARANJAN AVENUE 
CALCUTTA-13 
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WIDER SCOPE FOR 


CHLOROMYCETIN 


IN THE 
TREATMENT OF TROPICAL DISEASES 


CHLOROMYCETIN has one of the widest antibacterial spectra among 


established antibiotics and, in addition, is available in several forms. Its 
remarkable activity against a great number of pathogenic organisms—bacteria, 


= rickettsie and viruses, gives ita wide application in the field of tropical medicine. 


Chloromycetin has been used successfully in the treatment of 


> AMGBIASIS * BOUTONNEUSE FEVER * DYSENTERY * TRACHOMA * TROPICAL ULCER * TULAREMIA 
imme TYPHOID AND PARATYPHOID * TYPHUS AND SCRUB TYPHUS * UNDULANT FEVER 
VIRAL HEPATITIS YAWS 


Supplied in vials of 12 kapseals of 250 mg. 


J FOR CHILDREN 


A pleasant-tasting suspension of a bitterless derivative of the 
antibiotic for administration to children. One teaspoonful (4 c.c.) 
is equivalent to 125 mgm. Chloromycetin. Bottles of 60 c.c. 


— 


pediatric Chioromycetin pPALMITATE 


FOR POPICAL USE 


Chicromycetin Cream 


YA cream indicated in the treatment of pyodermas, folliculitis and 
dermatoses of infective origin. Also effective as a routine minor 
wound dressing. Tubes of 1 oz. 


FOR OPHTHALMIC USE 
Chioromycetin Ophthalmic 


A buffered, stable ophthalmic solution indicated in the treatment 
of bacterial and viral conjunctivitis, trachoma, keratitis and herpes 
zoster ophthalmicus. In vials of 15 c.c. capacity. 


Chioromycetin Ophthalmic Ointment 


A petrolatum-base oculentum of 1% Chloromycetin, for the 
topical treatment of conjunctivitis and other eye infections. 
Tubes of } oz, 


PARKE, DAVIS & COMPANY, LIMITED 


Inc. U.S.A. BOMBAY 
* Registered Trade Mark. 
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OSTEOCLASTOMA (Giant-cell tumour of bone) 


N. SrraraM, B.Sc., M.B., B.S. (Madras) 
Radiologist 
AND 


H. W. WittiaMs, F.R.C.S. (Edin.) Surgeon 
Catherine Booth Hospital, Nagercoil, U.S.T.C. 


Histiogenesis and Nomenclature 


THE changing views of the nature of this tumour have resulted in a 
diverse and confusing terminology—‘myeloma’, ‘myeloid sarcoma’, 
‘benign giant-cell tumour’, ‘osteoclastoma’. ‘Myeloma’ and ‘myeloid 
sarcoma’ should be discarded for the tumour is completely unrelated 
to the haemopoietic tumours of bone marrow and is quite distinct from 
the lesions of myelomatosis. ‘Giant-cell tumour’ is a non-committal 
and satisfactory name. 

The view that the tumour is an ‘osteoclastoma’ was suggested in 
1922 by Stewart. (1) The tumour giant cells show a close structural 
similarity with the larger osteoclasts on bone; resorptive lesions. (2) The 
identical appearance of the tumour tissue and of the intra-cystic masses 
of mingled fibroblastic and osteoclastic tissue in hyper parathyroidism, 
and (3) the conspicuous bone-resorptive effect of the tumours. Willis 
concludes that the giant-cell tumour of bone arises from and consists of 
bone-formative (as opposed to marrow) cells, which possess the attributes 
of osteoclasts. 


Age, Sex and Site Incidence 


Age: More than 60 per cent of tumours develop between ages of 
10 and 30 years—the greatest number being in the third decade. Young 
children and the elderly are rarely affected. The incidence of giant cell 
tumour among all bone tumours is 15 per cent to 20 per cent. 


Sex: Males and females equal. 


Site: About 75 per cent of the tumours are in the limb bones 
—about one-half of them in the lower and one-quarter of them in the upper 
limbs; and with rare exceptions they are at the ends of the bones. Com- 
monest sites, in order, are—distal end of femur, proximal end of tibia, 
distal end of radius, proximal end of humerus, distal end of ulna, and proxi- 
mal end of fibula. The remaining 25 per cent of the tumours affect the 
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bones of the head and trunk, especially the pelvis and vertebrae. The 
idea that it starts in or predominantly involves the epiphysis is incorrect. 
It starts in the metaphysis. 


Structure 


Microscopically an admixture of spindle cells and multinucleated 
giant cells, the latter being distributed rather uniformly throughout the 
tissue. ‘The giant cells measure 50 to 100, and possess as many as twenty 
to forty nuclei each. Young, healthy tumours are uniformly red, brown or 
grey. Older tumours become variegated by areas of fibrosis, cysts, 
haemorrhage, necrosis or calcification. 


Behaviour 


The great majority of osteoclastomas pursue a benign course, that 
is, they grow slowly, do not transgress the periosteum, do not metastasise 
and are curable by local removal. Incomplete removal, especially by 
curettage, is followed by recurrence. Evidence shows that osteoclastomas 
are not invariably benign. Some of them, not initially distinguishable 
from their benign fellows, invade and metastasise. 


Clinical features 


History of slight trauma; slowly growing tumour; dull aching pain; 
and mechanical limitations of movement at joint due to size of growth. 
Pathological fractures comparatively uncommon (only in about 15 per cent 
of cases). 

Radiological features wi 


Essentially osteolytic. ‘The affected portion of bone, either in whole 
or more commonly on one side only, shows an expansion surrounding an 
area of translucency in which coarse trabeculae may or may not be 
found. The cortex may be thinned out or broken with extension of the 
tumour into soft tissue. It does not break through the subarticular 
bone into the joint. The latter shows a slight reactive thickening and a 
sharp line of demarcation. The tumour, taking the line of least resistance, 
grows up the medullary canal but shows a sharp line of demarcation 
(unlike osteosarcoma). There is a dome-like diaphyseal limit which 
shows a typical ‘graded’ density. The tumour does not show any periosteal 
reaction. 

When the tumour becomes malignant the following characteristics 
may be seen. (1) Invasion of the shaft along medulla, the curved line 
of demarcation being no longer clearly defined. (2) Presence of a periosteal 
reactive triangle (Codman’s reactive triangle). 


Treatment 


Prior to 1920, the lesion was regarded as belonging to the group 
of true bone sarcoma, and therefore radical surgery consisting chiefly 
of amputation was performed routinely. Later, when the essentially 
benign nature of the tumour was recognized, radical surgery was replaced 
by conservative procedures, most commonly by thorough curettage 
of the affected area, followed by swabbing of the cavity with carbolic 
acid and alcohol or with zinc chloride. Intracavitary radium was also 
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applied in cases where it was feared that removal of the tumour tissue 
was incomplete. Roentgen therapy was advised in cases where re- 
ossification proceeded slowly or where secondary infection resulted. But 
this combined treatment had the following disadvantages. (1) Local 
recurrence developed in about a third of the cases. (2) The bone cavity 
usually remained unfilled due to complete destruction of the trabecular 
structure. (3) Malignant transformation due to the double trauma of 
curettage and radiation. 

Roentgen therapy as a primary method has been used in the treatment 
of giant cell tumour since the initial report of Herendeen in 1926. In 
the early days large doses approaching the cancericidal dose were used 
on the principle that the lesion constituted a malignant neoplasm which 
must be quickly and completely destroyed. Later the dose was reduced 
and the treatment protracted over a longer period of time. The relative 
position of radiation therapy and surgery in the treatment of giant cell 
tumour still forms a controversial subject. There is no doubt that 
roentgen therapy produces good results in a majority of cases and that 
operative treatment leads to equally good results. A combination of the 
two methods is not advisable. But if recurrence takes place after curettage 
a course of roentgen therapy is useful. Or if during roentgen therapy the 
tumour proves more radio-resistant than originally anticipated, or if it 
develops signs of malignant transformation, operation has to be done. 


Definite indications for roentgen therapy are: (1) Tumours 
of weight bearing bones too large for thorough curettage or local excision 
should be irradiated in an attempt to save the limb. (2) Tumours of 
any location which renders them inaccessible to surgery, e.g., vertebrae. 
(3) In all recurrences following curettage and cauterisation. 


Definite indications for surgery are: (1) In short bones of the 
hand and feet resection is quickest and best. (2) In young females, if 
the tumour is located in the pelvic girdle, surgery is to be preferred owing 
to effect of irradiation on ovarian tissue. 

The methods of surgical treatment at present are: (1) curettage followed 
by swabbing with escharotics. (2) Excision and filling of the bone cavity 
with autogenous bone chips. (3) Resection. (4) Amputation. 

We give a tumour dose of 1,5007 in 3 weeks. (1507 per sitting; 
treatment on alternate days). Factors used are 250 K.V. 3 mm. cu. plus 1 
mm. Al filter; 50 cm. FSD; 20r per min; HVL approximately 3. mm. cu. 

Not infrequently an immediate reaction to radiation therapy is 
observed. This consists of redness of the skin associated with oedema 
and swelling of the soft tissues appearing in about 2 to 4 weeks. The 
tumour itself increases in size and on roentgen examination there is a 
disappearance of the trabeculae and some expansion and further thinning 
of the cortex. This reaction should not be mistaken for a malignant 
transformation. After 4 to 8 weeks the reaction subsides and a progressive 
re-ossification of the tumour area sets in. If reaction is pronounced 
complete immobilization of the limb is advisable to prevent a possible 
pathological fracture. Later, if the tumour involved a weight-bearing 
bone, the patient is permitted to move about with the aid of crutches. 
Calcium and Vitamin D by mouth are prescribed where deficiency is 
probable. In the large majority of giant cell tumours radiation therapy 
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alone leads to complete and permanent healing. (Owing to restoration 
of normal bone architecture, the functional result is usually superior 
to that obtained by surgical procedures.) 

In cases of malignant transformation—which occurs in about 
10 per cent of tumours—radical surgical measures have to be adopted. 
This malignant transformation may take place even many years after 
treatment has been concluded. Hence periodic radiographs of the affected 
bone are advisable. 

Some of the facts mentioned above are well illustrated with two cases 
quoted below. 


Case 1. Osteoclastoma of lower end of left femur treated by radiation 
therapy. History of slowly growing tumour of three years duration. 
Left knee can be only partly flexed owing to size of the tumour which 
was as large as an un-husked cocoanut. Patient S. Age: 35 Male. 
Occupation: agriculturist. 

Follow-up radiographs show progressive ossification and patient 
has a good functional limb, but there is marked shortening requiring a 
surgical boot. 


Case 2. Osteoclastoma lower end of right ulna which showed 
malignant transformation about a year after radiation therapy. Radiation 
therapy alone tried first. Subsequent to this malignant changes supervened 
and excision of the lower two-thirds of the ulna was done by one of us 
(H.W.W.). Function of arm is good. Patient: Age 30 female. Occu- 
pation: agricultural labourer. 
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THE SURGERY OF CANCER 
A. G. FLETCHER, Jr., M.D. Miraj Medical Centre, Miraj 


THE surgery of cancer has become established as a recognized specialty 
in recent years. Throughout the world we see the development of more 
and more cancer centres, such as the Memorial Hospital in New York 
City and the Tata Memorial Hospital in Bombay. In these Centres the 
specialized surgery of cancer has been advanced in close co-ordination 
with the radiologic, chemotherapeutic and hormonal treatments of malig- 
nant disease. 

It is interesting to recall that, up to 50 years ago, surgery was the 
only available treatment for malignant disease. From the earliest times 
some superficial malignant tumors, such as cancer of the breast, were 
attacked surgically. In the latter part of the last century the brilliant 
surgeons of the European school, such as Bilroth and Mikulicz, extended 
the scope of surgery to include the removal of malignant lesions of the head 
and neck, stomach, colon, pelvic organs, and so on. However, because 
of the limitations of the surgery of that day, especially as regards trans- 
fusion, anesthesia, and control of infection, these operations were often 
inadequate in scope by modern standards and yet were accompanied by 
high mortality rates. 

It is no wonder, then, that the treatment of cancer by roentgen 
rays and radium, introduced soon after the turn of the century, was 
received with great enthusiasm. The field expanded rapidly under the 
leadership of such pioneers as Coutard and Regaud. Soon the treatment 
of many forms of cancer, with the exception of those of the abdominal 
organs and the breast, was, to a large extent, taken out of the hands of 
the surgeon and placed in charge of the radiologist. Some excellent 
results were achieved, but as experience accumulated it became apparent 
that irradiation also had definite limitations in the treatment of malignant 
disease. 

In the meantime, great advances in surgery had been made as a 
result of a better understanding of physiology, the free use of blood 
transfusions, progress in anesthesia, and the introduction of chemothera- 
peutic and antibiotic agents to control infection. And so, within the 
last ten years, the trend has been back to surgery as the treatment of 
choice for many forms of cancer. Not only has there been a revival 
of some of the older operations, such as resection of head and neck 
cancers, total laryngectomy for cancer of the larynx, and radical total 
hysterectomy for cancer of the cervix, but entirely new areas, such as the 
pancreas, lung and esophagus, have been subjected to successful surgical 
attack. Likewise, the scope of the previous operations has been extended 
in conformity with modern concepts of pathology and modern principles 
of cancer surgery. 

At the same time, the place of irradiation in the treatment of cancer 
is still clearly recognized, so that the modern approach to malignant 
disease involves close co-operation and mutual understanding between 
radiologist, surgeon and pathologist. Hence the increasing importance 
of the Tumor Clinic and the Cancer Centre, where these specialists 
work closely together. As we discuss the surgery of cancer it must never 
be forgotten that the surgeon is only one member of the anti-cancer 
team. 


= 
- 
i 
d 
| 
Apap 
= 
i 


The Fournal of the Christian Medical Association 


The Nature of Cancer Surgery 


It is necessary at the outset to define the characteristics of the surgery 
of cancer which make this a specialized field of surgical endeavour. 
Three points may be suggested for consideration. 

(1) One is dealing in each case with life and death. The struggle 
may be less dramatic than that in the case of some acute surgical emergency, 
but the Grim Reaper is looking over one’s shoulder just the same. The 
results of the contest may not be evident for months, or even for years, 
but eventually it will become apparent whether one has won or lost. 
Generally there is only one chance to save the life of the cancer patient, 
and that is at the first operation. Under such conditions there is no place 
for compromise. One is not concerned with the preservation of structure 
and function, but with the preservation of life. It is these facts which 
necessitate a bold and radical approach which is unique to cancer surgery. 

(2) The operation for cancer is an anatomical dissection which 
aims to remove the entire primary tumor, together with an adequate 
margin of normal tissue, and to resect in continuity the tissues usually 
involved by regional extension of the tumor. In so far as possible, 
one does not expose the lesion at operation, but carries out the dissection 
according to a plan previously determined on the basis of the known 
pathology of the tumor, its estimated extent, the usual routes of spread, 
and the life-history of that particular type of cancer. The procedure 
may have to be modified somewhat according to the conditions actually 
found at the operating table, but such modification usually takes the form 
of extension, rather than limitation, of the scope of the resection. It is 
only by rigid and meticulous adherence to the basic principles of cancer 
surgery in planning and carrying out the indicated operation for a given 
lesion, that a commendable percentage of long-term ‘cures’ will be achieved. 
‘The surgeon who allows himself to be convinced that it will be sufficient 
to perform a simple mastectomy for a cancer of the breast, or a simple 
hysterectomy for a cancer of the cervix, because the lesion seems small and 
limited to the local area, is gambling with the life of his patient, and the dice 
are loaded against him. It has been well said that when we begin to 
perform bigger and bigger operations for smaller and smaller tumors, 
the results of our cancer surgery will begin to show real improvement. 

(3) For the reasons indicated above, operations performed for cancer 
are frequently extensive in magnitude. Various organs of physiological 
importance, such as the pancreas and the liver, may have to be sacrificed 
in whole or in part. The operations are long and exacting and blood loss 
is likely to be severe. Furthermore, these major procedures have to be 
carried out on patients who come to the surgeon in a servere state of 
cachexia, avitaminosis and hypoproteinemia due to the lesion itself, in 
addition to the usual nutritional deficiencies which are so common in 
this country. Consequently, the surgery of cancer involves physiological 
problems of particular difficulty, as compared with the surgery of benign 
lesions. 

: The Nature of the Cancer Surgeon 


Having considered some of the factors which make the surgery of 
cancer a special field, it is reasonable to ask, ‘What should be the particular 
qualifications of the surgeon who undertakes the treatment of cancer?’ 
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This question is not answered by a list of postgraduate degrees, but rather 
by a consideration of certain professional and spiritual attributes. We 
are not speaking here of any particular individual, least of all the author, 
but are outlining an ideal towards which we may work. 

In the professional field, three requirements may be emphasized. 
(1) The cancer surgeon must be fully qualified and experienced in all 
phases of modern operative surgery, so that he may feel competent and 
confident in dealing with any situation which may present itself. One 
may plan to do a partial gastrectomy for cancer of the stomach, only to 
find a lesion which requires total gastrectomy together with resection 
of the spleen and pancreas or other adjacent organs. The surgeon of 
limited experience may have to give up or perform a merely palliative 
operation. In either case the chance of a cure is lost to the patient. 
(2) The cancer surgeon must be well-trained in surgical physiology and 
in the problems of pre-operative and post-operative management in order 
to be able to carry out these extensive procedures with reasonable mortality 
rates. It is only the advances in these fields which have made possible 
the radical cancer operations of today. (3) He must have a sound working 
knowledge of gross and microscopic pathology and of the behaviour of 
different tumor types, in order to plan suitable procedures for particular 
cases. The decision whether to operate or to withhold surgery often 
depends upon an understanding of pathology—and the surgeon must 
rely on his own opinion as well as that of the pathologist. 

In addition to these professional qualifications, the cancer surgeon, 
or any physician who deals with the problem of cancer, must possess 
certain attributes of the mind and of the spirit. 

(1) First and foremost, he must be an optimist. In the midst of the 
cloud of pessimism which surrounds cancer, he must be a stronghold of 
optimism, an optimism which keeps him working for the successes, undis- 
mayed by the failures, and an optimism which will transmit itself to his 
patients and keep them bright and hopeful through a long and difficult ordeal. 

(2) As a balance to optimism, there is honesty. ‘The cancer specialist 
must be completely honest with himself and with his colleagues in apprais- 
ing his results. He must also be honest with his patients. He must 
acquaint them with the seriousness of their condition and outline to 
them the treatment which will be required. He must not offer them any 
easy way out, because there is no easy way in the treatment of cancer. 

(3) The cancer surgeon must have courage. Especially, he must 
have the courage necessary to tackle difficult cases and accept the inevitably 
higher immediate mortality rate in order to gain a greater percentage of 
long-term survivals. The man who performs minimal operations and 
rejects many patients as inoperable will have an enviable mortality record, 
but lives will be lost which could have been saved by a bolder approach. 

(4) However, courage must be tempered with judgement. A heroic 
operation, which prolongs life for a few months with great discomfort to 
the patient, can hardly be regarded as a success. Under the same circum- 
stances, a judicious palliative procedure may bring much comfort to the 
patient and satisfaction to the surgeon. There is much in the aphorism 
of the late Dr Mayo, ‘If you can’t do the patient any good, at least don’t 
do him any harm’. The decision for operation, or for a given type of 
operation, in a cancer case often requires the finest type of judgement 
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based, not only on a knowledge of pathology, physiology and surgery, 
but also on an understanding of the mental and spiritual make-up of the 
patient concerned. 

(5) Finally, the cancer surgeon must be prepared to face death and 
to help his patient and the patient’s relatives to face death. This is no 
easy task. It requires sympathy and tact and, above all, a living faith in 
God and in eternal life through His Son. On Calvary’s cross our Lord 
Jesus Christ won the victory over sin and death. We, as Christian physi- 
cians, have the privilege of bringing that message of victory and hope to 
our cancer patients, many of whom may be facing death with fear and 
despair in their hearts. 


The Anti-Cancer Team 


We have discussed the nature of cancer surgery and the nature of 
the cancer surgeon. We now return to our original theme: the treatment 
of cancer involves a team—surgeon, radiologist, pathologist and other 
specialists. And even cancer surgery itself involves a team working 
with the surgeon—anesthetist, blood bank and operating room staff. 
This type of team means a large institution—a cancer centre—and 
it is only in such centres that the treatment of cancer can be carried 
out in an ideal manner. Ideally, all cancer patients should be referred 
to such centres, but this is obviously impossible within the framework 
of the present mission hospital set-up in India. There are not more 
than four or five mission hospitals adequately set up for the treatment 
of cancer and cancer centres in secular hospitals are found only in some 
of the larger cities. Obviously, much of the cancer surgery will continue 
to be done in smaller hospitals—and much of it may be done quite well. 
It is hoped that these remarks may serve as an incentive to some who are 
carrying on under such circumstances. But we should not be satisfied 
to accept as adequate for the future that which is necessary at present. 
More and more we should attempt to refer patients requiring specialized 
care to centres equipped to give such care. The public can be educated 
in this regard. 

And so we must emphasize, in closing, that the battle against cancer 
cannot be limited to the cancer centre. The cancer centre, and the cancer 
surgeon, are dependent upon the first, and all-important, line of defence 
—the physician who first sees the patient in private office, dispensary or 
smaller hospital. On him rests a heavy responsibility. (1) He must have 
a ‘high index of suspicion’ for cancer at all times. (2) In each case he 
must make an adequate examination to confirm or rule out the suspicion 
of cancer. (3) When cancer is diagnosed or suspected he must avoid 
delay with temporizing measures or symptomatic treatment. (4) He must 
see that the patient is gotten promptly to a centre equipped for cancer 
diagnosis and treatment. (5) He must seek to educate his patients and 
the public in regard to the symptoms and dangers of cancer. 

Thus the anti-cancer team reaches out to include every practising 
physician and specialist, as well as nurses, social workers and others. 
With this sort of team-work, we may hope for real advances in the 
treatment of cancer in our Christian hospitals in India. 
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THE MENACE OF DEATH CONTROL* 


Mareartt F, JoHNson, M.B., Ch.B., F.R.C.S. (Edin.) 
C.M.S. Hospital, Lusadia, Via Modasa, District Ahmedabad 


L:verY age and generation is confronted with differing problems. Up 
to 200 years ago in every country the struggle to exist, to maintain the 
population, was predominant. 1200 years ago in London the death rate 
was I in 20. 130 years ago it had fallento 1 in 40. The turn of the tide 
in England came in the mid-eighteenth century, when, due to improved 
conditions of life and improved medical treatment, the birth and infant 
survival rates rose and the death rate fell by leaps and bounds. Even 
so, up to the beginning of the present century, our ignorance of 
bacteriology and paediatrics moderated the increase of population. 

Now, in the mid-twentieth century, the situation in every country has 
completely altered. It is within our power to control almost completely 
the formerly death-dealing bacteria and parasites. We are able to reduce 
maternal mortality to 1 in several thousand and infant mortality to 20 
per 1,000. This control of death has brought us face to face with an 
entirely new problem, that of over-population, combined with inadequate 
food supplies. If this state of affairs is allowed to continue, the inevitable 
result will be mass starvation; at the least, mass privation. ‘This is the 
menace of death control. 

To support these statements let me read the following quotations. 

‘The population of India between 1941 and 1951 increased by 42 
million. It is anticipated that by 1956 it will have increased by 26 
million more.” 

‘By 1950, 83 million Japanese faced the problem of precarious 
survival under conditions of almost hopeless privation. Every square 
mile of arable land was called on to support 3,640 human beings. 6 
people per acre. This is 12 times the population density of the U.S.A. 
and 3 times that of ... India.”*> 

Here is the story of two well-meaning members of the Institute 
of Tropical Agriculture, Trinidad, who, during the war, went to visit 
friends in Georgetown, British Guiana: ‘While there they heard from 
the resident health officer of the frightful local infant mortality. 250 per 
thousand births on the averge: 350 for the previous year—among the 
native population. The most important cause, they were told, was insect- 
borne disease. Full of horrified sympathy, they suggested using D.D.T. 
and explained how, by dusting it from a ’plane, almost complete control 
of insects would be possible—and very economically. The health officer 
was a man of action and lost no time. A ten-mile-square area, including 
the city of Georgetown, was sprayed periodically between 1945 and 1948. 
Results were almost instantaneous—and astonishing: infant mortality 
dropped to 67; the birthrate rose. ‘Today the net rate of increase indicates 
that the population of British Guiana will double in ten years... .’ 
Splendid! BUT... ‘the economy of British Guiana affords the native 
population hardly more than a mere subsistence standard—just above 
the 1,500 calorie per day point of actual famine. Unless the economy 
is reconstructed to provide more adequately for the population an increase 
in numbers can therefore mean only one thing; an increase in human 
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misery. ... Unless the British Empire is prepared to effect an economic 
and cultural revolution overnight, or to haul ever-increasing shiploads 
of food to Guiana indefinitely, the D.D.'T. suggestion may prove to have 
been grim indeed for the inhabitants’ (R.C. Cook). 

Is not this a warning to us, doctors, to foresee the consequences 
of our actions and act in unison with other departments? 

To come nearer home: my cook in Lusadia is the father of eleven 
children. They have had good medical care and in twelve years only 
one has died—a congenital hydrocephalus. He now has an ailing, 
debilitated wife and ten mouths to feed. His wages won’t stretch that 
far, and famine years have cut down.the produce of his very small farm. 
They live at bare subsistence level. Have I helped or harmed them by 
saving child life? ‘To quote again from Mr Cook, ‘wiping out a series of 
communicable diseases in a population which does not have enough 
to eat, and bringing a torrent of new babies into an economy that cannot 
support even the people already born, are invitations to disaster’. 

Now, how does all this affect us, doctors, and our work? 

You may say that it is not our business. Leave it for the agri- 
culturists, industrialists, and economists to tackle. Well, it is their job, 
but we must recognize our responsibility in it and think out ways in which 
we, ourselves, should tackle the problem. The menace is already fact. 
The United Nations Food and Agriculture Organization frankly admits 
that on a global basis the per capita ration of food is less than it was 
in 1940. 

Death control means life-saving. Do you often ask yourself: ‘For 
what have I saved this life?’ Is it worth while to save life for life’s 
sake? What I mean is} are we to be content to see our patients cured of 
malaria; dysentery, etc., returning to living conditions in which malnutrition 
and re-infection are inevitable? If we are not disturbed about this, it 
means either that we are shallow thinkers, or that our consciences are so 
dulled that we are happy to make a living out of our patients’ avoidable 
misfortunes. If we are to live up to the high principles of our Code 
of Medical Ethics, we must think this matter through, as I have no 
doubt you are doing. In our discussion I very much want to know your 
opinions in this matter. - 

So, death control, with its resultant menace of over-population 
and privation, brings us logically to the subject of (1) birth control 
and (2) public health. 

The control of reproduction must always be advised with caution 
lest it be used immorally, but when faced with over-population we must 
admit that ‘the main purpose of sex is no longer to maintain the population, 
but is also to preserve the bonds of the family by developing mutual 
affection between husband and wife’. We all know of cases where the 
wife, weakened by child-bearing, dreads intercourse, and the husband, 
afraid of more hungry mouths to feed, seeks sexual satisfaction elswhere, 
or neurosis develops in one partner. 

Family planning seems to be the ideal when, after the birth of the 
first or second child, contraception and self-control are so utilised that 
two or three full years pass between each confinement. (Note that I do 


not recommend contraception as a substitute for self-control. In the 
ideal marriage both may be required.) 


? 
4 


The Menace of Death Control 191 


I hope to hear your ideas about family planning afterwards. Mean- 
while, I will give a brief summary of recognized methods and their 
physiological basis. As you know, recent research has established the 
fact that a woman can conceive on only a few days each month. Ovulation 
occurs on or about the fourteenth day before menstruation starts. If 
a woman has a regular twenty-eight day cycle, shie may be sure that ovula- 
tion occurs on the thirteenth or fourteenth day, and this may be checked 
by oral temperature. During its passage down the Fallopian tube to 
the uterus the ovum is ripe for fertilization, but is probably not viable 
after the third day. The viability of the sperm is variable and, if the 
husband is debilitated, it may only be capable of fertilizing the ovum 
for a few hours. However, three days is reckoned as the limit of sperm 
potency. According to the exponents of the rhythm method or safe 
period, the couple wishing to avoid conception should abstain from 
intercourse during the four days before and after ovulation, and, to 
allow for variations, the ninth to twentieth days of the cycle are reckoned 
as dangerous. 

The drawbacks to this rhythm method are obvious. The day of 
ovulation may vary from patient to patient and from month to month. 
Both partners need to be intelligent and co-operative. An intelligent 
woman can verify her day of ovulation by taking her oral temperature 
on rising. As you see from the chart taken from one of my patients, 
there is a regular pre-ovulatory dip and post-ovulatory rise which is main- 
tained to the end of the cycle. 

The advantages of the rhythm method are that it requires no apparatus 
and will certainly reduce the incidence of pregnancy although not perfectly 
reliable. 

All other methods require a barrier. ‘The male condom is the only 
method which is perfectly reliable, and that, only if the condom is fully 
tested each time before use. Unfortunately, it has aesthetic disadvantages 
and may worry both partners. So, we pass to the female pessary. I 
may say that I object, on principle, to intra-uterine instrumentation. 
It may be fully successful, but it carries the risk of initiating endometritis 
and possibly malignant change. The Dutch cap pessary is now easily 
available in India. If the correct size is used and the woman taught to 
apply it correctly with a small amount of spermicidal jelly, this method 
should be entirely reliable. It should be left in position for twelve hours 
after intercourse and, after removal, the vagina should be washed out with 
soap and water; the pessary washed, dried, and kept in powder. The 
woman should have an initial examination and be fitted with the correct 
size and warned that, if a pregnancy is allowed, she may need a larger 
size pessary after the peurperium. The point of birth control in the 
absence of disease is to produce healthy children from a healthy mother 
at suitable intervals. 

But what about the family which most requires our help, where the 
mother is illiterate, under-nourished, and probably already worn out 
by frequent child-bearing? She cannot afford appliances and she has 
not the intelligence to remember her ‘dates’. For her, let me quote 
from Dr Marie Stopes, ‘the most suitable method available for the poor 
masses in India, now tested for over twenty years, with a failure rate of only 
one in two thousand after years of use—that is the simple flat sponge 
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and olive or other bland cooking oil. ‘The sponge being too expensive 
for many, they can substitute successfully the waste product of spinning, 
making a pad of cotton waste which, dampened with their own cooking 
oil, gives immediate protection’. I have been showing women how to 
use tampons of cotton wool or teased out sari pieces and have advised 
several women to bring their oil to me to be acidified with acetic acid 
(5 per cent) to increase its spermicidal property. 

Before leaving the subject of controlling the population there is a 
final point on which I want your opinions. Is our code of ethics out of 
date? Faced with the modern menace, is it still necessary to bear in 
mind the importance of preserving life from conception? Legally, 
abortion may be performed to save the life of the mother or to safeguard 
her health. It should not be done without the permission of the husband. 
It is wiser to consult first with a senior practitioner. Cases of tuberculosis 
and cardiac disease, etc., are obvious. What about the gravida VI with 
an eleven months babe at the breast, who finds with great distress that 
she is 2-3 months pregnant again? She cannot afford sufficient milk 
for the baby. Her own body is depleted of salts and vitamins. She 
has no energy to care adequately for the living family. I feel that such a 
case should be allowed an abortion. At the same time, she should be 
advised as to how to avoid further pregnancy and warned that, if she does 
not follow this advice, a second abortion will not be performed. 'This is my 
personal opinion as a result of watching the ill-nourished, undisciplined 
families of such debilitated mothers. So far, I have not put it into practice 
because I am afraid of a rush of applicants for the operation. ‘There 
are moral and physical dangers both ways, and the extremes must be 
avoided. For instance, the widespread practice of abortion under the 
Communist regime is notorious. I am not easy to shock, but I was deeply 
shocked by a statement in a well-authenticated book on Communism 
that many unmarried Communist women have a quarterly abortion as 
a matter of routine. I would far rather spend time and energy teaching 
family planning than starting the practice of an abortionist. 

Now let us get back to the original subject, and, if you can bear with 
me longer, the third section of this address. Death control leads to the 
menaces of over-population, over-crowding, insanitary and unhygienic 
conditions, and thus back fuil circle to the disease with which we started. 
So, the mere curing of disease is insufficient. We must concentrate 
more on prophylaxis and public health. 

Ought we not to attempt to help to make worth while the life for 
which we have preserved the body? Family planning is a long term 
policy. In the meanwhile, we can mitigate the effects of overcrowding 
by teaching the rules of healthy living. We all treat hundreds of cases 
of dysentery annually. We all have patients blanched and pot-bellied 
with chronic malaria and splenomegaly. We send them home, fit and 
full blooded, but, if they understand nothing of the cause of their illness 
and return a year later in the same condition, I submit that we are failing 
in our professional duties. Giving an injection which brings a temperature 
of 104° to normal within twenty-four hours is much more spectacular 
and gives us more ‘m4n’ than a five-minute talk about the breeding habits 
of mosquitoes and the value of prophylactic Paludrine; but, if one patient 


really understands and applies that teaching, it may improve the health 
of his whole village, 
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The Menace of Death Control 


The rules of health are mainly connected with cleanliness: 


1. Eat clean food. 

2. Drink clean water. 

3. Form good, regular habits. 

4. Keep sick people apart from others. 


Do you know of the organization called India Village Service which 
has its headquarters in Uttar Pradesh? It has produced an excellent 
series of pictures for teaching villagers the causes, treatment, and pre- 
vention of such illnesses as malaria, sore eyes, guinea worm, diarrhoea, 
cholera, tuberculosis, etc. I have used these in village clinics and also 
for teaching ayahs and pastors. There is also a book called ‘Better 
Health’ by Dr C. P. Thomson. ‘This is clearly written and gives simple 
remedies such as people can use in their homes, such as the preparation 
of a saline solution for eye-wash, and how to disinfect a well and how to 
make a soak-pit to drain away dirty water from the house, etc. Copies 
are here to show you. 

In Lusadia we have started a Health Insurance scheme for Christian 
families. It has been going for six years and the members have now 
learnt to come at once when they are ill, to take advantage of ante-natal 
and maternity benefits, and some of them have learnt to take prophylactic 
tablets for malaria. As a result, the general standard of health has been 
improved and infant mortality dropped to a minimum. At a recent 
school inspection no child of an insured family had a palpable spleen. 
Ten years ago every other child had splenomegaly after the monsoon. 
Out of all the confinements which I have conducted since coming to 
India twelve years ago, the only mother I have lost was already moribund 
after several days in obstructed labour. 

So the wheel comes round full circle and we are back where we 
started with our control of disease and death. But this time we have seen 
how we must stop the wheel spinning before it comes round again to the 
menace of overcrowding, starvation, dirt and deficiency diseases. Having 
recognized the menace, we must give our full support to the Family 
Planners. We must encourage the teaching of health subjects in schools, 
and the projects for sanitation of our towns and villages. If we, ourselves, 
cannot find much time for teaching, at least we can encourage our com- 
pounders or nurses or other assistants to give simple health talks to 
waiting patients. Agriculturists, economists, and sanitary engineers 
may be glad of co-operation. We are all in this together and, if we pool 

our resources, the results will be far more satisfactory. 

I am, as you know, a Christian missionary. I am here because 
I felt I was needed more in India, where there is one doctor to 6,300 of 
population, than in England, where there is 1 doctor to 1,000 of population. 
We believe that salvation is for the whole man: that body, mind, and spirit 
are so interdependent that religion, although always recognising the 
supremacy of eternal values, is not fulfilling its function unless dealing 
with life as a whole. I, personally, am assured that Jesus Christ has power 
to uplift the body, the mind, and the spirit, and that we are failing both 
Him and our patients unless we work for the good of the whole man, 
each part of life. With this aim we do not work merely as individuals, 

but as members of a team. You may call the game what you will. 
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Knowledge vs. Ignorance; Good vs. Evil; Civilization vs. Mediaevalism, 
etc., but, whatever the name, we are in it together and co-operation is 
the way to victory. 

If there is time for discussion, I’d be glad of your views on some of 
the points raised, such as: 


1. Do you agree that there is a menace in the modern methods 
of controlling death and disease? 

What are your views on birth control and family planning? 

What are your views on aborting the debilitated but otherwise 
healthy multigravid? 

What part should or could we play in teaching prophylaxis? 

Can we, the Modasa branch of the I.M.A., take any definite 

action which would benefit the community, e.g., B.C.G., 

sanitation, etc.? 
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PRACTICAL ASPECTS OF TETANUS* 
B. T. Dave, M.B., B.S., K.E.M. Hospital, Parel, Bombay 


I sHALL divide my subject into the following parts: 


(1) Aetiology anc prevention; (2) Clinical features, diagnosis and 
differential diagnosis; (3) Treatment, and (4) Prognosis. 


Aetiology and Prevention 


The causative organism of the disease is a spore-bearing bacillus, 
the Clostridium tetani. It is widely distributed throughout the world 
and highly fertilized farming areas, where herbivorous animal excreta 
laden with spores of cl. tetanus enriches the ground, are places where the 
disease has its maximum incidence. 

The etiologic agent is always the same, but the manner in which the 
organism or the spores of the organism enter the body is different and 
sometimes unknown. ‘The ways in which it may occur are as follows. 

Abrasions over any part of the body surface; puncture wounds, 
e.g., nail or thorn pricks; septic wounds due to glass injuries, injuries. 
from rusted iron, shoe bites, dog bites, rat bites; contused lacerated 
wounds; fractures; burns; and bullet wounds. About fractures a point 
of practical interest is that even simple fractures not accompanied by 
external injuries are known to develop tetanus. 

A small but a very important group of cases consists of those who 
develop tetanus after middle ear infection. It is a routine with me to 


* Paper presented at the Regional Conference of the C.M.A. held at Wai, Satara 
District, Bombay State. 
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\ 
enquire about the history of ear discharge in a suspected case of tetanus, 
and more so when no contributory history is available from an enquiry 
about the external injuries. In looking up the literature I find only one 
report from Scandinavian countries stressing the incidence of otogenous 
tetanus. One colleague of mine, Dr N. J. Shah, who is very much 
interested in this aspect of tetanus, has studied about 27 cases of tetanus 
with otorrhoea, and he has found that swab cultures of ear discharges were 
positive in 12. I think this finding has a great value. I do not know 
how common this etiological factor is in western countries, but it is quite 
common in my experience. 

Another group of cases is formed by cases of tetanus neonatorum or 
tetanus of the newborn. It always occurs in the first month of the infant’s 
life. It is really a pity that a case of tetanus neonatorum, when demon- 
strated in a western country, is an object of curiosity, and clinicians gather 
around to see the case; whereas in our country we find it very frequently. 
The presence of umbilical sepsis can be demonstrated only in about 
less than half the cases of tetanus neonatorum, but this does not mean 
that the entry of infection is not the umbilical cord. All the infants 
of tetanus neonatorum that I have seen were delivered at home. This 
fact, combined with the fact that this malady is very rare in countries 
where the methods of confinement are far superior to ours, leads us to 
conclude that the portal of entry of cl. tetani in T. neonatorum is the 
umbilicus. 

Yet another group of cases is the one comprised of women who 
develop tetanus after abortions or deliveries. Here again, the incidence is 
high in non-hospitalized persons. The uterus is blamed to be the site of 
entry of the organism. This group can be divided into two classes: 
one which is not accompanied by puerperal sepsis, having a smaller 
incubation period, that is, less than five days; and another which is. 
associated with sepsis, having a bigger incubation period, that is, from 
five to ten days. 

Tetanus developing after quinine injections is a well known entity. 
I have seen a child developing tetanus after primary vaccination, 

Many a time tetanus develops after some surgical procedures, e.2., 
amputations, scraping for osteomyelitis, operations on piles, etc. The 
incidence of tetanus developing after operation in the rectal and perineal 
region is so important that some surgeons use antitetanus serum pro- 
phylactically pre-operatively as a routine. 

After considering all the known abovementioned causes, you will 
be surprised to note that there is still a group where the causal factor 
cannot be determined. Such a group consists of about 20 per cent of 
all the cases, which means that one out of five patients will be such that 
the clinical methods available at your command will fail to find the cause. 

The incubation period ranges from one to twenty-one days; the 
average in practice is about twelve days. 

What has been known so far in the pathogenesis of tetanus is as 
follows. From the spores that have entered the body, grow the bacilli 
in the presence of low oxygen tension, which is produced by (1) diminished 
local blood supply; (2) the presence of devitalised and dead tissue; and 
(3) the presence of pyogenic organisms. The organisms produce an 
exotoxin which travels by the perineural lymphatics to the spinal cord. 
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Here it gets fixed to the anterior horn cells. This is associated with the 
occurrence of symptoms. What happens to the toxin after fixation is 
not clearly known, but Firror, by extensive experimental work, has shown 
a possibility that the toxin gets converted into another substance which 
he calls the ‘lethal substance’ which travels by the blood stream and reaches 
the vital centres of the medulla. Here it has got a direct depressant 
action, the maximum of which is on the respiratory centre. If that lethal 
substance is in a quantity enough to depress the medullary vital centres, 
the animal dies; otherwise, the animal gets a chance to recover and remain 
alive. 

Your patient who has developed tetanus once is not exempted 
from a second attack. I have seen two cases of tetanus developing 
a second attack within a period of one year. I have also seen a patient 
who had developed three attacks in a period of two years. In all three 
cases the interval between two successive attacks was more than six 
months. In one case the cause of the second attack could be attributed 
to the presence of otitis media which was the cause of the first attack 
and which was not treated in between. In the second case it was attributed 
to a fresh injury. In the third case no evident cause could be given. 

As I have no vast experience of the preventive aspect I shall only 
mention the routine procedures. 

When a wound is received the site should be cleaned and dresse:l 
aseptically because the presence of pus forming organisms favours the 
growth of Cl. tetani. 

Most commonly used in civilian practice is the antitetanus serum. 
1,500 units are given intramuscularly as early as possible after sustaining 
of an injury, and a similar dose is repeated after ten aays. The second 
dose helps to desensitise the patient and helps to increase the anti-toxin 
titre in the body. 

In military practice tetanus toxoid is used and the alum precipitated 
toxoid (A.P.T.) is preferred to the soluble toxoid. 


In the U.S. Army the following method of immunization is practised: 

(1) General immunization: } c.c. of alum precipitated insoluble 
toxoid followed by a second injection of the same dose, after 
not less than four and not more than six weeks. This is given 
to all personnel as soon as possible. 

(2) Routine booster dose—given one year after the first immunization 
and then every four years. Every time 4 c.c. is given unless 
an emergency booster dose is recorded in between. 

(3) Emergency booster dose—this is given when the soldier receives 
a battle wound, or a burn, or is operated. 


The advantages of toxoid have been studied by Hall, W. W. He 
describes them as follows: 


(1) Immunity is of a high degree and lasts longer than in the case 
of anti-toxin. 

(2) A.P.T. has a longer lasting effect than the soluble toxoid because 
it is supposed to be released slowly and the curve rises for 
at least one month. 


(3) Reactions as seen with anti-toxin are absent. 
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It has been definitely proved that the prophylactic treatment with 
A.T.S. or A.P.T. (a) reduces the incidence of tetanus after injury, (d) 
lengthens the incubation period, (c) lessens the severity of the disease so 
that it runs a more sub-acute course, and local tetanus is a more prominent 
feature. 


Clinical picture, diagnosis and differential diagnosis 

The clinical picture and diagnosis are better seen than described 
and hence tetanus is better studied at the bedside than from books. 

Generally the usual case of the commonest type runs the following 
course. 

After a small prodromal phase of irritability, uneasiness and restless- 
ness, the first motor symptom to develop is trismus, which is followed by 
pain, and then stiffness of the neck. Next comes the symptom of dys- 
phagia, which is usually missed because of the presence of trismus. 
The stiffness of face muscles, giving rise to retraction of the angles of the 
mouth, showing the appearance of a peculiar smile named risus sardonicus ; 
partial closure of eyelids and elevation of eyebrows give the full picture 
of ‘tetanus facies’ which is appreciated better by sight than by description. 
By this time the limbs start becoming stiff. Deep jerks are exaggerated, 
but the plantar is never extensor, and this stiffness extends to the spinal 
and abdominal muscles. ‘To the existing stiffness are now added spasms 
in which all the muscles of the body are involved and the patient may 
develop ophisthotonus. These convulsive paroxysmal spasms are preci- 
pitated by external stimuli, e.g., trying to feed the patient. They are very 
painful and exhaustirg and during the spasms the patient may become 
cyanosed. ‘The patient really suffers because his consciousness is as clear 
as anormal man’s. At the end of a spasm he gets profuse perspiration, 
and in between spasms the rigidity persists. ‘The patient may develop 
an elevation of body temperature. 

Those who develop respiratory complications or high temperature 
or continuous spasms are likely to die, while those who are destined to 
live gradually develop a regression of symptoms; the serious phase 
persisting for about a week at the most. The last sign to disappear is the 
exaggerated deep jerks. The average total stay in hospital of a fairly 
serious case which recovers is about four to five weeks. ‘Tetanus is a 
disease of the nervous system, well known for leaving no sequelae. 

After considering the general clinical picture, I shall now stress certain 
important signs and consider important differential diagnoses. 

A case presenting as lockjaw may have severe toothache or alveolar 
abscess or parotitis or peritonsillar abscess. These will be diagnosed 
only if they are constantly kept at the back of the mind. When a tetanus 
case tries to open the mouth he gets frowning and furrowing of the 
forehead. ‘This sign has been quite useful to me. 

When dysphagia precedes lockjaw, the condition may be misdiagnosed 
as hydrophobia. But the anxious look of hydrophobia is much different 
from the risus sardonicus of tetanus. Even before the real act of swallowing, 
when the glass of water is brought near the mouth the fear comes up; 
and that is never present in tetanus. I have never seen a case of tetanus 
showing fibrillary. twitchings in the voluntary muscles which are quite 
often seen in hydrophobia. 
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The stiffness of neck may make us think of meningitis. The fully 
conscious state of the patient’s mind and absence of fever before and during 
the phase of neck rigidity rules out meningitis. Kernig’s sign should 
never be relied upon as that is present in both the conditions. 

The rigidity in the limbs may give us a false impression of tetany. 
Demonstration of neck rigidity, spinal rigidity or trismus rules out tetany 
—and whenever in doubt, intravenous calcium gluconate solves the riddle 
dramatically, if at all it was unsolved. 

The abdominal rigidity associated with pain in the abdomen due 
to muscles pulling on the lower ribs is mistaken for an acute abdominal 
condition only if the whole body is not examined properly. 

By a superficial look the generalised spasms of tetanus especially in 
children may look like infantile convulsions or T.B. meningitis, but a 
proper examination always differentiates them. In strycchnine poisoning 
(of which I have not seen any case) a more stormy onset, more involvement 
of upper extremities than the lower ones, and a remarkable absence of 
rigidity in between the spasms are supposed to occur. 

Tetanus neonatorum never presents itself with trismus, as we see 
in adults. I have noted that an earliest presenting symptom is, ‘the 
infant does not suck when put to the breast’. It is a very constant feature. 
Other contributory evidences are a history of delivery at home or the 
presence of umbilical sepsis. On pinching the skin of the infant it 
develops a peculiar posture—an appearance similar to a plaster statue 
or a rigid doll; this is also a valuable diagnostic sign. 

In localised tetanus the muscles round about the area of injury are 
in spasm for a long time before the onset of trismus. Here the spasms 
do not occur frequently, and, whenever they do, remain for a short 
period. ‘This occurs in cases which have a very good immunity. 

And, lastly, a very rare form of tetanus. A case which had an 
incised abscess in the left infra scapular region was referred to the medical 
side of this hospital as a case of ‘asthma’. On clinical examination he 
had Jaboured breathing, with both inspiration and expiration prolonged. 
On auscultation no foreign sounds were heard. Screening the chest 
and laryngoscopy and bronchoscopy upto the bifurcation of trachea did 
not reveal any cause of obstruction. The case was suspected to have 
‘splanchnic tetanus’ and treated accordingly. Within twenty-four 
hours of admission he developed typical lockjaw, risus sardonicus, 
spasms, and died within forty-eight hours. Such cases of splanchnic 
tetanus give difficulty only for a short time. Within a day or so they always 
develop a full blown clinical picture. | 


Treatment 


This is a disease where general and nursing treatment has a very 
important place in rendering the patient comfortable. 
A quiet room, darkened by black curtains, must be kept only for 


tetanus cases. 
Diet 
So long as the patient can take his food by mouth, there are no 


restrictions. When he develops trismus only liquid food is given. When 
there is associated dysphagia, nasal feeds are preferred; with spasms and 
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rigidity the superadded intravenous route is the best because at this time 
a nasal tube is more irritating than the prick of a needle. On many 
occasions we have given fluids per rectum by the drip method. 

The routine mixture given to all patients includes bromide and chloral 
hydrate. 

Locally at the site of injury the wound is washed with hydrogen 
peroxide, cleaned, and given a sterile dressing. Some clinicians give 
local infiltration of penicillin or A.T.S., both of which are not followed 
by us as a routine. 

Anti-tetanus serum (A.T.S.): Various people follow different 
dosages. ‘The method which we use in this hospital is as follows: 

1.2 lacs units of A.T.S. are given intramuscularly at the time of ad- 
mission, The same dose is repeated after twenty-four hours. So 
that, at the end of twenty-four hours an adult patient receives 2.4 lacs 
units. In some cases a third dose of the same amount may be given 
on the fifth or sixth day of admission, but this is given only to a few 
patients. Every time before giving A.T.S., adrenaline and atropine are 
always given to prevent sensitivity reactions, and, if such a reaction 
occurs, antistine and calcium gluconate injections may be given. In 
patients who have a history of allergy a gradually increasing dosage of 
A.T.S. is given every fifteen minutes to desensitise the patient. 

It has been proved that the same dose of anti-toxin, when given 
by the subcutaneous or intramuscular or intravenous route, does not 
produce any difference as far as the results are concerned. 

Dr B. B. Yodh of the J. J. Hospital, Bombay, has reported a series 
of cases where, keeping the other factors common, in group A where 
serum was given by the intramuscular or intravenous route the mortality 
was 65.6 per cent; in group B where, in addition to the intramuscular 
or intravenous route, the intrathecal route was used, the mortality was 
50° per cent; and in group C, where the serum was given by the intra- 
muscular, the intravenous, and the intracisternal routes, the mortality was 
only 23.4 per cent. Since no other report of the intracisternal method is 
available, this requires to be confirmed. 

I have read a report in which the serum was given by mgonting it 
into the ventricles of a case of T. neonatorum. 

Penicillin: It has a direct bacteriostatic effect on the organisms. 
It also helps to prevent the onset of lung infections. 2 lacs units twice 
a day are used as a routine in adults. 

Paraldehyde: ‘This is a very safe drug and in adults it can be used 
even upto I0 c.c. at a time, given four times a day. It must always be 
given deep intramuscularly, since a subcutaneous injection will produce 
ulceration. This helps to control the spasms and acts also as a sedative. 

Myanesin: This drug (B.D.H.) is available in 10 c.c. ampules 
containing 10 per cent solutions of the drug in an injectable form suitable 
for intravenous use. It acts on the spinal cord and reduces hyper-excit- 
ability. It produces good relaxation, without producing an arrest of 
respiration. It is used quite often in anaesthesia. One ampule of 10 c.c. 
well diluted with glucose is given intravenously slowly; the total time taken 
is about five minutes. The effect is remarkable. The patient can open 
his mouth and can take feeds quite easily. But this dramatic improve- 
ment remains only for fifteen minutes to half-an-hour and the patient 
is again as miserable as he was. 
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Magnesium sulphate: 2 c.c. of 50 per cent solution can be given 
intravenously very slowly. By this the patient does get relief from spasms, 
but also goes to sleep; whereas we want a drug which controls spasm but 
does not produce sleep. ‘This drug is required only when the spasms 
are severe. Whenever magnesium sulphate is given, a syringe full of 
calcium gluconate must be kept ready at hand. In case respiratory 
arrest occurs, it must be given intravenously immediately as a phar- 
macological antidote, and artificial respiration and oxygen started. 

Barbiturates: Amytal, phenobarbital or tuinal can be used as 
adjuvants to other treatment when the spasms are very frequent. 

Morphia or Pethidine: May be used occasionally and, when used, 
their depressant action on the respiration must be remembered. 

Miscellaneous: Retention of urine, to be treated by applications 
of the hot water bottle, or injection Moryl, or by catheterisation. Hyper- 
pyrexia can be controlled by cold packs or by anti-pyretic drugs, such as 
Salicylates, Phenacetin, etc. Respiratory failure may be treated by 
Doramine, lobeline, caffein and oxygen. Circulatory failure can be 
treated by Percorten or Eschatin. Pulmonary oedema can be treated 
by oxygen, Atropine or intravenous 50 per cent glucose. 


Prognosis 


The following ae the points which serve as good guides in judging 
the prognosis of a given case. 

A case protected by toxoid or anti-toxin before the development of 
the disease has a better chance to live, if he happens to get the disease. 

A knowledge of the incubation period is important because it is 
inversely related to the severity and the fatality of the disease. 

More important than that is a knowledge of the ‘period of onset’ 
which is the period between the appearance of the first symptom and 
that of the first reflex spasm. It gives a fairly good indication about 
the rate of the progress of the disease. It is very rare for a case to live, 
if this period is less than twenty-four hours. I have not seen a single 
case of tetanus dying when the period of onset is more than five days. 

The splanchnic tetanus, tetanus neonatorum, and trismus or fre- 
quency of spasms, does not contribute much to the evaluation of the prog- 
nosis, but a high body temperature or the presence of respiratory compli- 


cations, like lobar pneumonia or bronchopneumonia or pulmonary — 


oedema, makes the outlook of a tetanus case more gloomy. 

By observing cases, it will be evident that they fall into three groups. 
(1) A group of cases which are very serious and which are going to die 
in spite of any amount of care and treatment; (2) A group of those who 
have a mild form of the disease and who are likely to live even if they 
happen to receive no treatment; and (3) An intermediate group where, 
because of good, energetic scientific treatment which attacks the disease 
at all points, the tables may turn from death to life; and this means very 
much because, if the case escapes death, it does not fall a prey to morbidity, 
as is the case in so many other diseases. It is here, if we do our best, 
we can hope for the best. 

The overall mortality, in my experience, comes to about 50 per cent 


among those cases which are not immunised prior to the development 
of tetanus. 
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‘WHY HAVE TOOTH DECAY?... 
IT CAN OFTEN BE PREVENTED’ 


PROFESSOR GUTTORM TovEeRUD, Dental Health Consultant, WHO 


THE dental health of most people in the world is poor. Nearly 100 per 
cent of young people in the most highly industrialised countries are 
attacked by dental decay. In countries where modern industry has 
had little influence on the food eaten or on living habits, dental decay 
is not as serious a problem as are periodontal diseases (pyorrhea, gin- 
givitis, etc.). 

A few figures will illustrate this situation. Among rural Green- 
landers, dental decay is found in 2 per cent to 5 per cent, whereas in 
Denmark, dental caries attacks almost 99 per cent of the population. 
But among Greenlanders living at trading stations, and principally 
eating foodstuffs imported from Denmark, caries is found in over 50 per 
cent. In some areas of Northern India, caries may attack only 25 per cent 
of the population, while nearly 100 per cent suffer from diseases of the 
periodontal tissue. Even ten-year-old children have diseases of the gum 
to the extent of 75 per cent. The rate in corresponding age groups in 
the U.S.A. may be around 50 per cent. 

The causes of dental caries have not yet been explored in detail. 
However, we do know of several factors which operate in the production 
of a cavity in the tooth. . 

Cavity formation starts on the outer surface of enamel. This is 
the hardest tissue of the body and can only be destroyed by an acid. The 
acid mostly found in action is lactic acid, produced by micro-organisms 
which split the carbohydrates lodged on the tooth surface after they are 
eaten. Micro-organisms capable of doing this are always present in the 
mouth, and the carbohydrate most readily converted into acid is sugar. 

Most conclusive evidence of the harmful effect on teeth of high, and 
especially frequent, use of sugar is found in an elaborate Swedish study 
of about 600 inmates in a hospital for mental defectives. On the normal 
diet in the hospital the caries rate was very low, but, when sugar in sticky 
bread was given at meals, the caries figure increased. This increase was 
even greater when sticky sweets were given between meals. The amount 
of extra sugar taken between meals need not be very great in order to 
result in an increase in the number of cavities. When the additional sugar 
was withdrawn, conditions returned to those of the pre-experimental 
period, after one year. 

These studies, taken together with many others, demonstrate clearly 
that a very effective means of preventing dental decay is to reduce the 
consumption of sugar and particularly the frequent use of it. Research 
has shown that the total amount of sugar eaten per day does not play 
as great a role as the frequency of taking it. 

It has been generally believed that raw sugar is harmless to the teeth, 
but this is not so. People who chew sugar-cane or eat molasses have been 
reported to have extensive caries, with more than half of their teeth affected. 
As regards babies, it is sometimes common to give them a sugar teat or 
other kind of comforter, dipped in sugar, syrup or honey. This should 
be condemned as it may totally destroy the baby’s teeth. 

Brushing and rinsing of the teeth shortly after eating, and particularly 
after eating substances which contain sugar, is of great value. Studies 
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have shown that only half the amount of caries may develop in cases 
when the teeth are brushed and rinsed with water within ten minutes 
after partaking of food or confectionery, as compared with occasional 
brushing of teeth. 

The degree of resistance of the teeth depends on conditions of 
nutrition during the stages of development, i.e., during foetal life and 
childhood. A diet containing a liberal amount of minerals and vitamins, 
particularly vitamin A and D, will ensure the necessary mineralisation 
processes, in a healthy individual. 

The presence of a limited amount of highly toxic fluorine in communal 
drinking water during the mineralisation period has proved to increase 
resistance resulting, in some cases, in a reduction of 50 per cent to 60 per 
cent of caries in children. ‘The application of a fluorine solution to the 
teeth soon after they appear has also given good results. 

In areas where famine and malnutrition occur, the most important 
factor in the prevention of periodontal disease, is to improve the nutrition 
standards of the people. Except for vitamin C, the lack of which produces 
the ‘scurvy gum’, no specific dietary factor has been found to be conducive 
to the health of the periodontal tissue. An ordinary, adequate diet 
is always valuable in ensuring resistance of the tissue. 

An accumulation of calculus (tartar) from the saliva is very common 
and irritates the gums, resulting in easy attack by bacteria. For this 
reason the daily cleaning of teeth is very important but the tooth-brush, 
tooth-pick or other instrument used for this purpose must be handled 
carefully so as not to damage the gum. Some people scrub their teeth 
very hard with sand, charcoal, or other coarse, gritty substances, by means 
of sticks or their finger. In this way harm may be done to the teeth and 
gums. Bleeding from the mouth when the teeth have been cleaned 
indicate that something is wrong. 

The loss of masticatory function may impair the nutrition of the 
individual. This will have its greatest effect during the periods of most 
rapid growth, such as pregnancy, childhood and early adolescence. But 
dental disease may also exert an influence on the general health of the indi- 
vidual. For this reason infections of the teeth and mouth should not 
be neglected and should be treated just as thoroughly as infections in 
other parts of the body. 
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ENTRANCE TO LAKSHMINARAYAN SCIENCE COLLEGE, 
H. E. Dr. PaTTaBHt SITARAMAYYA, GOVERNOR OF MapHYA PRADESH 
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INTRODUCTION TO THE ‘KINGDOM OF NAGPUR’ 
Dr I. E. J. Davin 


Nacpur has grown on the battle-field of the great battle of Sitabaldi 
fought in the year 1817 drenched with the blood of the Marathas, Arabs, 
Madrasis, the Gonds and the Britishers. The Kingdom of Nagpur 
was originally brought into being by the Gonds and later by the Maratha 
Rulers, the Bhonslas, from whom the British slowly took over, the complete 
annexation following in the year 1853—hundred years ago. When 
you come to Nagpur you will see the history of Nagpur scattered all 
over in the form of remnants of forts and palaces, gardens, lakes, barracks 
and ruins. The story of the Kingdom of Nagpur is the most fascinating 
story in the Indian History. But that is a long story which you can read 
for yourself. 

The Gond Kingdom began at the end of the 16th century. The 
Gonds migrated into these areas from elsewhere, as everybody else who 
followed them. The semi mythical Gond Hero, one of the first Gond 
Rajas was born to a virgin, a legend says, under a bean plant and was 
protected and nursed and brought up by a huge cobra, who did the job 
of a Baby Sitter whenever the virgin was otherwise busy. Now you 
know why the capital of the Gond Rajas is called Nagpur. The first 
Gond Raja, through the influence of Emperor Aurangzeb, became a 
muslim. His descendant Raja Azam Shah still lives in Nagpur and is a 
ward of the Government. In 1739 an illegitimate son of the Gond Raja 
usurped the throne and the real sons sought the aid of the Maratha rulers, 
the Bhonslas, who originally came from Bombay and ruled Berar, and the 
result of the civil war was that, from then onwards the Gond Raja was a 
puppet and the Bhonslas really were the virtual rulers of the Kingdom 
of Nagpur which slowly came into being, and prospered under their rule 
until when ambition and extra-territorial greed brought them in conflict 
with the English, who, after gaining a little foot-hold, ultimately swallowed 
the whole place, annexing the Kingdom in the year 1853, when a Raja 
died without any issue, and without adopting a son. The battle of Sitabaldi 
in 1817, in which fought, Englishmen, Marathas, Madrasis, Arabs etc., as 
a result of the revolt of a Bhonsla Raja against the British foothold, was 
ultimately responsible for ending the Bhonsla Rule. With The Kingdom 
of Nagpur, and other nearby annexed areas the Britishers constituted, 
The Central Provinces and Berar in the year 1861. This in 1947 became 
‘Madhya Pradesh.’ Including the newly annexed territories we have 
today nearly a population of thirty million in M.P. with only about fifty 
thousand Christians. 

We welcome you to this great historical city of Nagpur. Don’t be 
scared about its temperature. People have a very wrong idea of Nagpur. 
I have been here over 16 years and have stayed right through thirteen 
summers with my family, happily and comfortably. We have a very 
short summer—only the month of May. April is just as good or not 
so good as any other plains in India. During the first three weeks 
in May the temperature rages from 110 to 114 and by the end of May 
occasionally touches 117-18. Until the third week in May the nights 
are gloriously pleasant. From the fourth week, until the Monsoon 
starts showing sings of its advent in the second week of June, it is pretty 
unpleasant, but not unbearable. We know very many tricks to make 
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ourselves perfectly comfortable and even happy during summer. July 
onwards we get rains in plenty and everything is green and gorgeous. 
October is pleasant, but not cold. November to the end of January, it 
is quite chilly. There have been years, when during these months, 
occasionally the temperature has touched a minimum—38 to 45 and a 
maximum of 65 to 75, 55 to 75 being common during these lovely 
months. 

The forests with its wealth of wild life especially Man Eaters—all real 
jungles, mountains, valleys, lakes and rivers, give the Province a gorgeous 
beauty scarcely seen in any other place in India. M.P. is a paradise for 
Shikars. We have good roads and well kept rest houses which few Pro- 
vinces can boast of and many of them are ideal haunts for picnics. I am 
sorry, I have strayed away from Nagpur into the jungles. I often do! 
Every prospect pleases. Man alone is vile!! 

Nagpur has a population of about three lakhs. We speak Hindi 
and Marathi. But we have a great number of Madrasis, Telugus and 
Tamils. We have, lately quite a large number of Sindhis, Punjabis and 
Bengalis. 

Nagpur is an old, old city and very conservative, and you will see 
for yourself how far behind the times we are here. The city is divided 
by the railway lines into the ‘City’ and “The Civil Station’ which was once 
totally occupied by the White Man with his Secretariat, Courts, Police, 
Military, clubs, church and the bazaar. Now of course it is all different, 
different in color anyway. “The City’ consists of a primitive huddle of 
houses and bazaars with new concrete structures in between without 
rhyme, reason or plans. We hold the world record not only in temperature 
but in death rate and infant mor%ality!] We have no underground drainage, 
no adequate water supply or sewage disposal. But don’t worry. You 
will be well housed in The Civil Lines. This area is pretty and really 
beautiful. We have many new suburbs all over springing up and are 
supposed to be under the care and plan of the Nagpur Improvement 
Trust. We have a great big hospital, the greatest and most awe in- 
spiring piles of brick, mortar and steel, and lavishly equipped. We have 
a popular mission hospital, we have an isolation hospital, and welfare 
centres, colleges, schools, churches, temples, mosques, mills, factories, 
lakes, reservoirs, the orange market (none in October), the cotton market, 
The Parliament House, The De Luxe Assembly Rest Houses and The 
Government House. You come, and see, and we shall tell you all about 
every place and people, and show you around. You will never feel 
sorry. Great plans are afoot to welcome you. 
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EDITORIAL COMMENTS 


WE ake glad of the opportunity to print in full a most helpful article 

on the subject of dental health, especially in view of the fact that we cannot 

a ga that an article on this subject has appeared in our JOURNAL 
efore. 

Among the interesting observations made are: (a) It is not so much 
the amount of sugar consumed that is harmful to the teeth, but the 
frequency of its consumption. (5) The importance of rinsing the mouth 
and brushing of teeth after meals, especially if the meal ends with a sweet. 
There is probably much to be said of the habit of ending a meal with a 
savoury, and a drink of water. And probably one of the most harmful 
habits is to eat sweets between meals, with no opportunity of rinsing the 
mouth afterwards. 

We are indebted to W.H.O. for letting us have this excellent article. 
It is written by Professor Guttorm Toverud, Professor of Children’s 


and Preventive Dentistry at the School of Dentistry, Oslo, Norway, 
and Dental Health Consultant, W.H.O. 


—H.G.H. 


MEDITATION 
DOES CHRIST REST HERE? 


THe BIG MOMENT finally arrived—on January 11, 1952—when we 
broke ground for the new hospital. This moment came after years 
of waiting and praying, planning and thinking, believing and hoping, 
and as delay followed delay—even times of despair—but always faith 
and God’s wisdom led us on. Sure it still will lead us on! 

Two weeks later, on january 24th, startling questions and statements 
were made to me as I stood on the flat roof of our bungalow, supervising 
the humble but thoughtful Sikh workman who has been the general 
repairman and friend of this hospital for over sixteen years. He said, 
‘Miss Sahiba, do you know which way Christ went? Did He ever 
stop to rest in this hospital compound? I have been thinking about this 
ever since the ground breaking ceremony. It is our belief that when a 
place is blessed, as this hospital has been blessed over the years, it means 
that the Guru has at some time stopped and found rest in that place. 
Did your Christ ever stop to rest here?’ 

Hm! Answer that, ye learned men! But some answer had to be 
made to that earnest man, and right then too. So I answered, ‘Physically, 
probably Christ never set foot in India, but that too we cannot prove. 
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What we are sure of, however, is that in SPIRIT He has rested here and 
does rest here very often. He has sat with us and by us; He has talked 
with us; He has planned with us; He has shown us the way over and over 
again. There have been times too when not only we His disciples, 
but others like you have also sensed His presence and seen His works.’ 

‘Yes’, he said, and began to tell of what he had experienced in the 
years past, which showed the deep impression of rich blessing he had had, 
although it was undefined for him. “There was the time when there 
were no medicines to be had in this area, and they were flown in here 
to this hospital. During the flood, of the 35 buildings on this compound, 
all but three were ruined and fell down. Those three were the old, 
old hospital and the new, new Nurses Home and this bungalow on which 
we are now standing. I have often wondered why these particular three 
houses were spared. Then, two hundred people, some of them badly 
wounded in the riots, were carried to the roof of the hospital and not one 
of them died, although they lived on the roof for several days.’ 

I added to his list; “There was the cholera camp for women and 
children on this front lawn. They were cared for, their babies delivered, 
but no one contracted the disease, and only two of them died. Always 
with so little money and so few people to do the work, still this hospital 
has carried on, and now there is the new hospital just started and the hope 
it brings’. } 

‘You are right, Bashan Singh—Christ does rest here! And you 
are very near the Kingdom of God when you can feel as you do; but you 
will never be satisfied until you really find Him for yourself, and not just 
feel He has rested here in this hospital. He is resting near you too, 
waiting for you to speak to Him. He won't let you go till you find 
Him and accept Him as your: own Master and Friend’. We stopped 
work there on the roof to pray that God might continue to reveal Himself 
to this man and ‘to lead him—and us on’. 

‘So long Thy power hath blessed us, sure it still will lead us on’. 


RutH S. BERGEVIN 


ASSOCIATION NOTES 
NILGIRI MEDICAL CONFERENCE 


Tue Nilgiri Hill Conference of the Christian Meédical Association met at 
Kotagiri on Wednesday, May 6th with an attendance of over eighty. Rev. R. M. 
Barton of Arogyavaram was elected Chairman and the opening devotions were 
led by Rev. P. Lange of the Danish Mission at Tiruvannamalai. Following 
a cup of coffee the company gathered at 10.45 for the opening paper by 
Dr V. Ramalingaswamy of the Nutrition Research Laboratory, Coonoor, on 
‘The Role of Malnutrition in the Liver Diseases of Infancy and Childhood’. 
He described lucidly the condition variously described as ‘Kwashiorkor’ or 
‘Nutritional Oedema’, an essential feature being the fatty infiltration of the liver 
cells. It also affected many of the liver functions as demonstrated clearly by 
histo-chemical tests made possible by liver biopsy and newly developed 
methods of micro-chemical studies. ‘The favourable result observed in 6 weeks 
by treatment with skimmed milk powder was contrasted with the bad results 
reported in so-called ‘Infantile Biliary Cirrhosis’ which on chemical and histolo- 
gical grounds he considered to be a different disease. It was noted especially 


that Vitamin B Complex concentrates were harmful in the cases of ‘Kwashiorkor’ 
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observed in the Nilgiris and seemed to accelerate the liver damage. A brief 
discussion followed the paper. 

The next speaker, Dr A. Bramwell Cook of Anand drew on a wide 
experience for his topic of ‘Pitfalls in Surgery’ which he considered under three 
headings: Errors of Diagnosis, Errors of Judgement and Errors of Technique. 
The talk was full of valuable practical points and enlivened with humour and 
many telling details of acutal cases. 

Dr F. I. Tovey of Mysore then spoke on ‘A Fluid Balance Chart and Simple 
Scheme for Estimating Salt and Water Need in Surgical Patients’. This was 
a valuable contribution especially for those concerned with the after-treatment 
of operative and other conditions with acute diarrhoea or vomiting. 

An excellent lunch was provided at Queens Hill and the afternoon session 
opened at 2.15 p.m., with Dr Eva Lombard of Udipi in the chair. 

Dr E. W. Wilder, Secretary of the C.M.A. brought greetings from 
E. Bengal and Orissa which he had recently visited. He introduced Dr G. R. D. 
Daniels, Chief Medical Officer of the Burma Railways and Secretary of the 
Burma Branch of the C.M.A. who brought greetings from the members in 
that land who are considering the formation of a National Christian Medical 
Fellowship. He also called attention to the fact that Dr Jeannie Grant of Seoni, 
M.P., present that day, shared with Dr Ida Scudder the honours of being 
the oldest member of the Association in India. He also spoke about the 
present position regarding Registration of Doctors, about the Committees to 
study Family Planning and report to the next Biennial Conference at Nagpur 
in October and suggested ways in which the members of the Association 
could help themselves and the Hospital Supply Agency. Dr Wilder deplored 
the fact that still only 52 per cent of the Christian Hospitals subscribed to the 
C.M.A. Funds and reported a membership of 700. 

Mrs. E. A. Watts, the Acting Secretary of the Nurses’ Auxiliary introduced 
‘Nursing Problems’ and there was considerable discussion on the difficulty of 
the rural hospitals in meeting the new standards proposed by the Indian Nursing 
Council. It was suggested that representations be made to the State Nursing 
Councils that the new syllabus be implemented gradually over a period of years 
and that exemptions be made when requested by individual hospitals. 

The ‘Open Forum’ was a period of lively informal discussion and useful 
suggestions. Dr P. V. Kurian reported a big fall in the percentage of positive 
Kahn tests among the Todas (from 80 per cent to 30 per cent) following a single 
massive dose of penicillin in the previous year. ‘There was also an increased 
number of babies and the prospect of a Baby Show. 

Dr Tovey spoke of the preparation of pyrogen-free intravenous fluids 
and the use of polyethylene tubing for: 


(a) Prolonged intravenous therapy, 
(5) Ureteric catheterisation 
(c) Suprapubic emergency drainage. 


Dr Cook spoke against the use of intramuscular quinine injections, 
reporting cases of permanent sciatic palsy and Dr Andersen mentioned three 
cases of fatal tetanus seen during the last year following such injections given 
in the villages. Mr Barton explained the apparent anomaly of positive smears 
and negative cultures in tuberculosis and told of the research into the problem 
being conducted at Arogyavaram. 

The National Formulary solution for keeping sterile needles, syringes, 
catgut tubes etc., was given and recommended. It is 


Borax 1.3 per cent 
Formaldehyde 2.5 per cent 
Phenol 0.4 per cent 
Distilled water up to 100 ¢.c. 
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The Committee for the coming year was elected as follows: 


Dr P. V. Kurian Pasteur Institute, Coonoor 
Col. and Mrs. Allen r 
Dr F. I. Tovey Mysore 

Dr I. F. Bache Tirukoilur 

Dr L. Herlufsen Kotagiri 


After a hymn, the session was brought to a close with prayer by Dr D. A. 
Andersen of Ahmednagar and over the tea cups it was agreed that it was one 
of the best Nilgiri Conferences we had ever attended. 


D. A. ANDERSEN 


KODAIKANAL MEDICAL CONFERENCE 


The 1953 Medical Conference was held in the Kodaikanal Missionary 
Union on May 18th, and 19th. Dr Keith Graham, the Organizing Secretary, 
had prepared a well-balanced programme, the hours of the session being 
from 9-12 a.m. and 2-4 p.m., on the first day and from 9-12 a.m. on the second. 
The meetings were attended by 32 doctors, 32 nurses and two visitors. 

The Devotional Service on the first morning was conducted by Dr J. M. 
Rolles. The meditation was based on John 12:21. 

Dr A. G. Fletcher, Jr., of Miraj was elected Chairman of the Conference 
and Dr Rolles was appointed Recording Sectreary. 

Dr H. H. Gass of the Christian Medical College, Vellore, read the first 
paper on ‘Common Skin Disorders’ and this was followed by a lively dissertation 
on ‘Millin’s Prostatectomy’ by Dr D. Jenkins of Neyoor. The third paper 
was on ‘Public Health Nursing’ by Miss Helen Ten Brink of Katpadi in which 
she referred, among other matters, to the work now being developed in India 
by World Neighbours. 

Opening the afternoon session, Dr B. S. DeValois, of the Christian Medical 
College, Vellore, gave a concise account of four cases of ‘Pre-Auricular Fistulae’. 
Miss L. Marsilje of the Scudder Memorial Hospital, Ranipet, introduced the 
details of the new Indian Nursing Council Sylla5us, giving a thorough and lucid 
account of the current situation. Interest was evinced by many in the changes 
made by the new syllabus and the general discussion covered a wide field. 
Numerous modifications were suggested. 

Dr Fletcher reported on the present position of the work at Miraj. The 
Medical School has been closed except for the remaining students and the 
question of raising it into a third Christian Medical College is still under consi- 
deration. In the meantime, an attempt is being made to strengthen the clinical 
staff and emphasis will be laid on post-graduate training, particularly in surgery. 
The training of nurses and compounders will continue. In a felicitous speech 
Dr Ida S. Scudder gave a brief report on the Christian Medical College, 
Vellore, and in the absence of a representative from Ludhiana, Dr E. W. Wilder 
reported on the satisfactory completion of the College Buildings. 

The Chairman conducted the Devotions on the morning of the r1gth. 
He then introduced Mr F. A. Brown who gave a very enlightening description 
of the work of the Hospital Supply Agency in Bombay. Mr Brown showed 
innumerable ways in which the Agency can help hospitals throughout the 
country and appealed for more business from Christian Hospitals if the Agency 
is to survive and be an effective clearing house. 

Dr Wilder, Secretary of the Christian Medical Association, reported on 
the present position regarding registration of doctors in Christian Service 
holding foreign qualifications and offered help in securing such registration. 
He brought greetings from the Nilgiris Conference which he had recently 


attended and reported a paper read there on ‘Kwashiorkor’ which pointed out 
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that the condition was aggravated by administration of Vitamin B but responds 
satisfactorily to the giving of skimmed milk. 

Dr H. S. Thomas of the Mission Hospital in Madurai read a weighty 
paper on the ‘Pathology of Overian Tumours’, and Dr Anna Ruth Korteling 
of Punganur gave a comprehensive survey of recent trends in Gynaecology 
and Obstetrics as seen in her clinic. 

Dr Keith Graham was re-elected as Organizing Secretary for the 1954 
Conference and the Chairman expressed the gratitude of the Conference to 
Dr Graham for the splendid work he had done in preparation for the 1953 
Conference. Other minor matters of business were transacted. At the request 
of a number of members, arrangements were made for a discussion on Leprosy 
to be held that afternoon. The Chairman then closed the general session 
of the Conference. 

Fourteen members met that afternoon for the discussion on Leprosy. 
Dr H. H. Gass, Professor of Leprosy and Dermatology at the Christian Medical 
College, Vellore was elected chairman of the session. Dr Raymond Buker, 
of the Chiengmai Leper Hospital, Thailand reported on his work there. He 
spoke of the 40,000 lepers in Thailand and told of the attempt to grapple with 
the problem. He has found to be effective the giving of a three weeks’ training 
course in leprosy to non-medical missionary colleagues who return to their 
stations and set up clinical centres confined to the treatment of leprosy. He 
emphasize three main points in the programme: 

1. Make the patient happy. 

2. Make the diagnosis simple. (Anaesthesia) 

3. Use a simple form of treatment. (D.D.S.) 


A majority of those present joined in the general discussion. A particu- 
larly valuable contribution was made by Dr Margaret Rottschaefer who is 
doing rural medico-evangelistic work among lepers at Wandiwash in the North 
Arcot District. It was the consensus of opinion that a symposium on Leprosy 
at one of the sessions of the Medical Conference would be of great value. 


SECRETARIAL NOTES 
East Bengal: April 8-24 


AFTER having sent on the 6th a note to Dr Bottoms at Chandraghona to send 
the launch to Chittagong on the roth, off on the Calcutta Mail on the 8th. 
Arriving there the next morning collected visa and plane ticket and made arrange- 
ments for financing the trip. Up at 4.30 on the roth and via the booking 
office to Dum Dum where soon airborne for Chittagong. Fortunately for me 
my seatmate was a young chartered accountant from New Zealand who, it 
developed, was connected with the new paper mill at Chandraghona. He 
kindly insisted on my having breakfast with him at the guest house and, 
when it developed that the launch was nowhere on the waterfront, to my 
staying the night with him. The next morning before 6.30 we were off in his 
jeep for Chandraghona. After ferrying a branch of the main river, travelled 
between harvested paddy fields till we turned off the main road for the road 
to Chandraghona.. This was a scenic road with 59 bridges in 13 miles and 
none of them a mere culvert. 

By 9.30 were at the Mission Hospital having coffee between operations with 
Dr Bottoms and Sister Cann. Then conducted to the bungalow where spent 
the remainder of the morning with Mrs Bottoms, the hospital Secretary, going 
over reports and accounts. In the afternoon after an early tea, visiting the 
hospital and leper asylum with Dr Bottoms. The compound, situated on the 
banks of the broad Karnaphuli River, is on the border of the Chittagong Hill 
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Tracts, most of whose people are Buddhists. It comprises a spacious 
compound with three lines of hills sloping steeply to the river. On the first 
are the bungalow for Sisters Cann and Baroi, the nurses hostel and the little 
church. In the valley is the hospital, school and staft quarters. On the second 
line of hills are the bungalows of Dr Bottoms and Dr and Mrs Taylor, now 
with Sister Wright at language school. On the third is the leper asylum with 
its paddy fields in the intervening valley. The hospital at Chandraghona 
is one of the three Christian hospitals in all East Pakistan and with the only 
recognized Christian Training School for Nurses, occupies a position of im- 
portance. The main building is entirely screened in and the wards are in 
general well planned. The theatre is cramped, but plans are already con- 
templated for remedying this. With the extension of electric current from 
the Paper Mills already nearly complete, it will have electric light and, it is 
hoped, an X-ray. 

Sunday was spent partly in writing the hospital report, attending a part of 
the Bengali Church Service and having tea with Sister Cann. That evening 
after dinner three of the Lancashire workers from the Mills dropped in for 
lemonade, converse and family prayers. 

The following morning completed the report. Sat down to an early 
breakfast, whilst a sharp shower completely blotted out the river 100 yards 
away. ‘Then with the sun again out, picked up the bedroll which Mrs Bottoms 
so kindly provided for my E. Pakistan trip and boarded the Mission launch. 
Mahendro expertly guided us down the river; a peaceful trip until the last 
hour, when we met the incoming tide and a stiff breeze which created a pleasant 
chop. Arrived at Chittagong, debarked and rickshawed to the station where 
spent a gloomy six hours, using the generous tea which Mrs Bottoms had packed 
for both tea, dinner and chota the next morning. About 10 p.m. boarded a 
beautifully furnished steel coach, made in Japan, on the Dacca Mail and slept 
comfortably till the next morning. 


Dacca: April 14 


Met at the station by Dr Walter Davis (Ph.D) and taken to the Baptist 
Mission house. Breakfasted and off with him to visit the Dacca Medical 
College in company with Dr U. N. Malakar, one of our members at present 
doing his condensed M.B., B.S. Then to the passport office to get my return 
visa for India and around seeing the sights of the city. Mapped out with 
Dr Davis my itinerary for E. Pakistan and sweated through the humid heat of 
the afternoon. At 6.40 off by train for Mymensingh, arriving so dazed with 
sleep that I forgot to enquire about the changes in the railway schedule to 
occur the next day, April 15th. Miss Tate of the Australian Baptist Mission met 
at the station and conducted me to Rev. Mr Ainson’s bungalow. 


Haluaghat: April 15 


The next morning at nine at the station, only to learn that the train for 
Birisiri had left at seven and no other till11 p.m. So back to bungalow reversing 
plans, sending a wire to Haluaghat to expect me that afternoon and off at 11 
to ferry the river and crowd into the bus. At 1.45 the supercargos climbed 
on the mudguards and the bus started. Wondered as we traversed the smooth 
cement road why the driver slowed down so often. Finally realized that he 
was giving the passengers atop the bus the opportunity to dodge or push away 
the arching tree branches. Soon the cement road gave place to indifferent 
country road, then came the hazards. At least six bridges and culverts were 
being rebuilt and as we approached each passenger had to get down and pick 
his way across while the bus detoured through flooded paddy fields. Often 
it got stuck and took over half an hour to be pushed out. Finally at dusk we 


>» 
t 
i 
4 
: 
| 
a 
5 
+4 


Secretarial Notes 211 


arrived at Haluaghat, having taken nearly six hours for 32 miles. Through 
the village walked to the St Andrews Mission of the Oxford Brotherhood. 
Found my arrival unexpected since the wire had not been received. The 
Bishop of Dacca, who was making a visit, kindly agreed to share his matting guest 
house and I soon met him. Bishop Blair had made better time than I, having 
come out the 30 miles on his bicycle. ‘That evening and the following morning 
we had our meals provided by Sister Chella in the dispensary building. She 
is a Tamilian, class of 1928 at Vellore has put in 25 years of consecrated 
service in this mission on the border of Assam inhabited largely by Garo 
tribes. Saw over the dispensary and school. Although only 20 miles by road 
from Birisiri, was advised that the road could not be trusted as often freshets 
held up traffic for over 24 hours. Accordingly after an early lunch got on the 
bus back to Mymensingh. ‘This time had better luck, having surmounted 
all the hazards in the first 12 miles and had tea in three hours. Unfortunately 
there a shortage of petrol was noted and supplies secured but not poured in 
where a funnel might have been available. Accordingly, a mile and a half from 
the ferry the bus coughed and died. An attempt was made to introduce the 
fluid into the underslung tank with the help of a funnel made from a piece of 
paper. Not more than a third of the fluid was lost, but then the bus had to be 
pushed for two furlongs before the carburettor began to function. That night 
Mr Ainson, who had returned, was my host and Miss Tate our guest at dinner. 


Birisiri: April 17-18 

Ainson also drove me down to the Station the next morning where at 
seven took the leisurely train with only one change to Jaria Jhanjail. Met 
by Rev. N. F. Anderson of the Australian Baptist Mission and jeeped to the 
good-sized compound where were situated schools for girls and boys, the Bible 
School for pastoral candidates and the dispensary. From this center the work 
reaches out to 5,000 Christian Garos. That evening to dinner came most of 
the rest of the Mission, Miss Ridman who had spent her first night in India 
at our bungalow in Madura, Miss Emily Lord, a trained nurse, who spends 
all of her time touring, much of it on pony back, bringing evangelism and health . 
to the villagers, Nurse Phyllis Robertson in charge of the dispensary and Mrs 
Anderson and Mrs Shinkfield both trained nurses. ‘It is proposed shortly to 
develop the dispensary into a hospital and most of that day and the following 
morning were spent in visiting the dispensary, looking at sites for the hospital 
and studying the proposed plans. The following noon back the same way to 
Mymensingh to find Ainson away again. Down to the station about 10 p.m. 
to spend a weary five hours in the waiting room, dozing and reading while a 
poor little hydrocephalic baby constantly whimpered and wailed in the arms 
of its burka-clad mother. Finally the coolie came at 3 to take me to the train 
for Rajshahi. Warned that the train was in two sections which separated, 
checked with the person I took to be the guard and was reassured. So dropped 
off to sleep, not to wake until 6.45. Suspicious as the train crossed a wide 
bridge, found that I was two-thirds of the way back to Chittagong. There 
was Nothing to do but get down at 8 a.m. at the Junction and sit around for 12 
hours taking the same train back at 8 p.m. 


Rajshahi: April 20-22 

This time there was no mistake. Awoke at Jaganathganj to board the 
neat little steamer and cross the Brahmaputra. As we made our way up an 
estuary was intrigued with the voice of the leadsman as he sang out constantly 
the soundings in the channel. The train on the other side was late in starting 
and it was 5 p.m., when finally reached Rajshahi and travelled out to the hospital 
of the English Presbyterian Mission, their only Mission in the sub-continent of 
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India, and the second of the three Christian Hospitals in E. Pakistan. Met 
Mrs Farmer and delightful 8 week’s old Elizabeth Ann and later her father. 
Dr and Mrs Farmer have come to Pakistan after a couple of years in China. 
‘That evening to the main Mission Compound a mile away for dinner at the 
Ladies’ Bungalow with Sister Joan Hope and Miss Phyllis Vacher. This com- 
pound was one of the former locations of the medical work. Delightfully cool 
night after rather steamy day. The next day looking about this hospital of 
28 beds housed in what was formerly a hostel building, catching up on corres- 
pondence and writing report. ‘That evening a call from Rev. P. K. Barui, 
an acquaintance of N.C.C. Meetings in Nagpur, and with him and the Farmer 
family on a walk to the old compound and down to the broad Padma River 
with its constantly shifting course. A night as hot and breathless as the former 
had been cool and breezy. Up and off by train at 8.40 for Chandpur. 


Chandpur: April 23 

First a 24-hour journey to Ishurdi Junction. Shifted to next train which 
was third class only. Lunched and typed till it started at 12.30. With wooden 
bench padded by raincoat resigned myself to a 4-hour journey only to arrive 
at Poradaha one hour iater. Shifted to waiting room and was able to get 
an earlier train, the Khulna Express than anticipated, which arrived at Goalundo 
about 6 p.m. There shifted to a most comfortable stateroom on the Chandpur 
Ferry. Supped and to bed. The ship’s engine was beautifully noiseless but 
the atmosphere of the stateroom even on the water, close and humid. Awake 
at 5 a.m. to find Dr Ghosh’s compounder ready to take me to my abode. 
This was the home of Mr and Mrs Gregory, Manager of the Jute Baling Mill. 
Immensely comforted with refreshing bath, cup of tea and doze before a sump- 
tuous breakfast. Had a peek around the Mill before Dr Nirmal C. Ghosh 
called for me. 

Chandpur is one of the stations of the New Zealand Baptist Mission 
where they formerly conducted a small hospital. Now they have withdrawn 
from the Hospital and Dr Ghosh, a private practitioner and President of the 
Bengal Baptist Union is operating it. I went around it with him and heard 
his difficulties in management since Partition. After lunch with the Gregorys 
and a rest, to tea with Dr Ghosh and some of his friends. Greatly appreciated 
this, the only opportunity experienced in E. Bengal to talk with a group of 
nationals, most of them Christians. As we sat, one came with a pair of what 
looked like anaemi: lobsters but turned out to be 8 inch prawns. Later we 
feasted off them at dinner at the Ghosh home. The good doctor had 
ascertained that a section of my train which left at 4 a.m. got in at 10. So 
shortly after left for the station finding the train there. Alas, by the time that 
we had made enquiries about reservations it had gone to ‘the cleaners’. 


Bunked down in the waiting room in a long chair till 3, then boarded the train 
and off to sleep again. 


Calcutta: April 24-25 

Back in Chittagong at 10.30. Got reservation on the plane, police permit 
to leave Pakistan and ‘shawed’ to the Paper Mill Office to turn over the 
bedroll to Mahendra, the Chandraghona launch driver. Lunched, read, out 
to the airport and at 4.30 airborne for Calcutta. To Baptist Mission to clean 
up and eat. ‘The next morning to the office to settle up and collect huge stack 
of mail. My constant travel in E. Bengal together with the vagaries of the postal 
service had made forwarding impossible. In fact the two packets forwarded to 
Chandraghona from Nagpur after I left were delivered back there a month later. 


Errands and attempt to answer the most urgent letters. Off to Howrah after 
early tea and aboard the Madras Mail. 


| 
’ 
i 
2 


Secretarial Notes 213 
Berhampore: April 26-29 


The guard obligingly called in time for me to alight at Berhampore at 
4 a.m. and the car was there to take me to the Baptist Mission Hospital for 
Women. Spent the day in rest and writing as all the church services were in 
Oriya or Telegu. In the evening attended family prayers to which came 
several Christian neighbours. The next day with Dr M. Rigden Green and 
Sister Mount going over this 125-bed Hospital for women and children with its 
architecture of varying periods. Worthy of note, the simple but beautiful 
memorial chapel to Dr Gregory, the isolation of the nurses quarters in a separate 
part of the compound, the fine quarters for the doctors and many of the staff 
nurses, the well planned new delivery ward, the fact that all the nurses take 
part in a programme of health education for the patients. Unique, too, is 
the fact that this hospital is in charge of the rural evangelistic work and of the 
four evangelists in the hospital several go out daily by ox cart and car to the 
neighbouring villages. Cordial relations exist with the Government Hospital 
where the nurses complete their general training. 


G. Udayagiri: April 28 


Up at 5 and off in the comfortable Mission Station Wagon for the 80-mile 
drive through Russelkonda up the ghat to 3,000 foot G. Udayagiri. Welcomed 
there by Mrs McLaren. Working on hospital statistics and accounts until 
the Doctor returned for lunch. That afternoon to see this well planned and 
built hospital entirely screened and of one type of architecture. Built in three 
sides of a square on gently sloping ground, it has a particularly fine out-patient 
block, a good theatre and all of its wards with their necessary service rooms. 
Two new rooms will serve as chapel and classroom, for there is a nurses training 
school here as well. One of the features of this hospital is the provision of 
‘outwards’—lines of rooms for patients who come from distances to stay in 
while they receive out-patient treatment. There is a hospital laundry operated 
by trained village women. 

The work here is with the Kondas and Kuis. The latter are Dravidian 
peoples, the women with heavily tattooed faces. Here there is great interest 
in Christianity and large numbers have accepted Christ. The work of the 
Mission and Church is well integrated, the hospital workers examining and 
immunising all the school children and Christian workers. At the annual 
convention when tie workers come in for refresher courses the hospital conducts 
classes in simple medicine and health illustrated by demonstrations in the hos- 
pital. The workers then take out with them boxes of medicine to use in their 
villages. 

My stay here with Dr and Mrs McLaren and 2-year old Gavin was all 
too short; on the 29th noon off again in the Station Wagon to Berhampore, 
In time to bathe, change, eat an early supper and get down to the station. 
Off for Vizianagram. ‘This time the guard was not so obliging but managed 
to wake up around 5 a.m. before the train left the station. Dozed, iddalais 
and coffee, arranged, as I thought for lunch en route and left for Raipur at7. 
Fortunately purchased packet of biscuits, for on the 14-hour trip secured no 


food. Water supply lasted out to Raipur. Supper there and off for Nagpur 
on the passenger. 


Nagpur: May 1-3 

Arrived late at 7.15 and out to house, for three days of 112-113 temperature 
but for me far more comfortable than the close humidity of Bengal and Orissa. 
Busy at desk but took time to go out to Council Lodge and see the sites for the 
three bungalows marked out and excavation begun on one of them. 
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Kotagiri: May 4-7 


It had touched 113 that evening, but who can tell the temperature in the 
upper berth of the small box of a compartment of a bogey that had stood out in 
the sun in the yards all day. Uncomfortable and depressing trip. That evening 
ran over a cow and the next morning near Dornakal, a youth apparently running 
along the right of way lost his footing and dashed out his brains on the moving 
locomotive. In at Madras 40 minutes late to find a refreshing sea breeze. 
Off at 8 on Nilgiris Express and by bus the morning of the 5th to Kotagiri. 

‘ Welcomed there by Rev. R. W. Barton and taken to his home. In the afternoon 
to call on Mrs Watts and Mrs Mallis and that evening at Barton’s for dinner of 
roast beef, fresh strawberries, and coffee before an open fire. The next day to 
the Nilgiris Medical Conference. Nearly 100 present, with good papers 
and fellowship. Met many old and new friends. That evening to Kotagiri 
Medical Fellowship for coffee and cakes with Drs Pauline Jeffrey, Lydia Herluf- 
sen, Otto Forman, Frank Tovey, Mrs Watts and Barton. 


Ooty: 7-9 

Conference with Mrs Watts and more scrivening. Picked up that 
afternoon by Helen Watts and with her Mother up to Ooty for two days staying 
at ‘Farley’. The next morning off early in the Morris with Mrs Watt’s daughters 
and a friend, combining business with pleasure. Called first at the Ketti 
Medical Mission but found Dr Simon departed on leave the day before. Had 
‘elevenses’ at a,small hydro-electric project with grand view near Katari. Then 
through the Katari Tea Factory and on to lunch by a small stream above 
which on the ropeway travelled constant bags of tea leaves. Then on to meet 
Dr Beers at Craigmore and see over the Craigmore Hospital and the Kullakamby 
one. Dr Beers has been in charge of both hospitals but the mission is now 
giving up its association with the Tea Estate and is to concentrate on Kullakamby 
with its many Badaga patients. Then on to another stream, tea and home. 
After dinner to Selborne to answer questions from members of the language 
class and other guests. Early the next morning called on Collector and Mrs 
McLaughlin, old friends, then hard at the scrivening until time to pack. After 
lunch to station and off for my first complete ride over the Nilgiris railway. 
Leisurely comfortable and scenic trip, from Coonoor with the Scott Wells of 
Calcutta. On to Coimbatore to read, eat and take the express for Madurai. 


Madurai: May 10-15 


Up at 5 a.m. as train pulled into station and amazed at the improvements 
in that building. Met and taken to Dr Thomas’ bungalow. To Tamil 
service at East Gate Church meeting many familiar friends and former associates. 
Called on Dr Chellappa, just home from Edinburgh with his Fellowship, and 
Dr Mathew. Scrivening, reading and resting. 

The next morning joined by Sister Dunn of Neyoor and Rev. A. S. 
Savarirayan of the Vellore Hospital and proceeded with a 3-day study of the 
two Madurai Hospitals. On the 14th broke off for awhile to meet with the 
Diocesan Policy Committee on Medical Work. That evening presided at the 
opening of a duplex staff house, meeting more old friends. 


Kodaikanal: May 15-22 


Sister Lang and Mr Savarirayan to an early breakfast with Dr Tho 
and off in his new car for Kodai arriving at 10. There followed a week of 
meeting old friends. Friday night saw ‘Mr Bolfrey’ well portrayed by a 
Scottish and English cast. Monday and Tuesday morning were the meetings 
of the Kodaikanal Medical Conference with interesting papers and discussions 
on the Hospital Supply Agency led by Mr. A. Brown, the Manager, and on 
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the New Nursing Syllabus, ably summarised by Miss Lois Marsilje. At 3.45 
on 22nd off by bus to Kodai Road and then a very comfortable journey to Nagpur, 
quite a contrast to the uncomfortable journey down. 


Nagpur: May 24-June 9 

Long busy days from 7.45 a.m. to 9.30 p.m. for the only way to keep 
comfortable with the temperature between 110-115 is to keep busy all the 
time. Completion of the Report on the Medical Work of the B.M.S., of the 
Hospitals at Madurai, summary of the Family Planning questionnaires, advice 
on three constitutions, preparing share of the July Journal copy, caring for 
the current correspondence, preparing for the Fourteenth General Conference 


in October and occasional trips to Council Lodge to watch the foundations for 
the bungalows going in. 


NEWS NOTES 
Arrivals in India 


Dr and Mrs Paul Brand returning to the Christian Medical College, Vellore. 

Dr D. E. Margaret Pierce returning to the Holdsworth Memorial Hospital, 
Mysore City. 

Dr Leonore S. Cooke returning to the Christian Medical College, Ludhiana, 
after furlough. 

Dr G. R. D. Daniel, Area Secretary for Burma was in India in April 
owing to reasons of family health. He attended the meeting of the Nilgiris 
Medical Conference at Kotagiri. 

Dr (Mrs) Catherine McDonald Martin formerly of the Christian Medical 
College, Ludhiana, after study leave in the U.K. and U.S.A. to the American 
Presbyterian Hospital in Kasganj, U.P. 

Dr Paul Joseph of the Afghan Mission Hospital, Peshawar who has spent 
a year in study in the U.K. arrived at the end of June in Peshawar. 

Dr Evangeline Kaviraj has returned to the C.M.S. Hospital in Multan 
after securing her S.M.B. at Vellore. 

Dr Florence Collier of the United Christian Hospital, Lahore is expected 
back from furlough in August. 


Departures from India 


Dr Grace Gillespie of the Holdsworth Memorial Hospital on furlough. 

Dr William Todd of the Church of Scotland Hospital, Jalna. 

Dr (Miss) M. D. Graham, Christian Medical College, Vellore, on furlough. 

Dr R. N. Macphail of the Mission Hospital, Bamdah, Santal Parganas; 
on furlough. 


News from West Pakistan 
Our West Pakistan Correspondent sends us the following news items. 


Departures 

Dr Ralph Blocksma and Dr R. C. Hunsberger have proceeded to the United 
States on furlough. 
- Drand Mrs F. G. Shaw of Peshawar, Dr M. R. Shearburn of Tank and Dr F. 
R. Hart of Multan have gone to England on furlough. 

Dr Norman Macpherson of the Christian Medical College at Vellore who 
has been serving as Medical Secretary of the C.M.S. for the Punjab and Pakistan 
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will be proceeding to England in August for 3 months leave preparatory to 
returning to Vellore. During the past year Dr Macpherson has rendered signal 
service to the C.M.A. as their West Pakistan correspondent. 


Transfers and Postings 


Dr ¥. A. Coalpullai returning from study in Bombay to the Arogyavaram 
Hospital, Sompeta, Visakhapatnam Dist. 

Dr Constance H. Ellis to the Women’s Mission Hospital, Ajmer. 

Dr Nigel A. Buxton and his wife (Dr Richli) formerly at the Seventh Day 
Adventist hospital, Surat, have been in Rangoon relieving but hope to return 
to India in July to be at the Seventh Day Adventist hospital in Baragain, Ranchi. 

Dr D. Sunderaraja formerly of the Baer Hospital, Chirala, to the Mission 
Hospital, Bidar. 

Dr Trimmer is in charge of the United Christian Hospital, Lahore in the 
absence of Dr Blocksma. 

Dr Anna Bramsen formerly of Mardan is in charge of the C.M.S. Hospital 
at Tank during Dr Shearburn’s furlough. 

Rev. Ross Tully (C.M.S.) is expected shortly to serve as Chaplain of the 
C.M.S. Frontier Hospitals. 


~ 


Honours 


We extend our congratulations to Dr Ara Rankine of St Margaret’ s Hospital, 
Poona, on the award of the O.B.E. in the Coronation Honours. 


Death 


Suddenly as the result of an accident on June 6th, Dr Jeannie Grant of the 
Mission Hospital, Seoni, M.P. one of the oldest members of the Christian 
Medical Association. Obituary will appear in the September Journal. 


Illness 


Dr S. Burfoot of the Lady Willingdon Hospital, Manali, Kulu Valley, 
Punjab has had a coronary attack and has been in the hospital at Amritsar for 


some weeks. His present address is St Luke’s Hospital, Palampur, Kangra 
Dist. Punjab. 


DEDICATION OF THE NEW BUILDING AT THE FRANCES 
NEWTON HOSPITAL, FEROZEPUR 


The Golden Jubilee of the Hospital fell in 1944 during the War years, 
In 1947 floods of refugees filled this border town and, not to be outdone, the 
river rose and entered the compound, driving patients to the roof of the hospital, 
damaging some of the older buildings, and destroying one of the bungalows. 
May 11th the Commissioner of Jullundur opened the first of the new buildings 
constructed and furnished at a cost of nearly 24 lakhs. The building has two 
24-bed wards, 11 private rooms, labour and delivery rooms and two nurseries, 
plus accommodation for orphans. Bed linen and other furnishings have been 
supplied by sewing clubs in American and Indian churches and by women 
sewing in the District Red Cross Branch. One of the unique features of the 
ceremony were the groups of Indian women, clad in local dress characterized 
by shawls of bright red and yellow who came forward with their gifts of grain 
which they poured into a large sari spread for the purpose. Representatives 


of the Mission, the Red Cross, the Indian Medical Association and the Rotary 
Club were present, 
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The next need is for a Children’s ward. Already the District Red Cross 
has made a grant of Rs 10,000 which has been supplemented by a sum of nearly 
Rs 2,400 from a fete or Mela. A sum of approximately Rs 30,000 still remains 
to be raised. The Hospital already has a very fine Nurses Hostel opened six 


years ago. 
* * * 


The Willis F. Pierce Memorial Hospital of the Madura-Ramnad Diocese 
of the Church of South India opened a fine two-storey duplex house for the 
Senior Brother Tutor and a fifth doctor on May 14th. 


NOTICES 
RECOGNITION OF HOSPITALS AS CHARITABLE INSTITUTIONS 


Through the kindness of Dr C. V. Perrill of the Clara Swain Hospital, 
Bareilly, we are able to publish the following: 


‘With reference to your letter dated the 16th March, 1953, I am directed 
to say that Section 15-B of the Indian Income Tax Act is being amended. 
The position after the proposed amendment is passed by Parliament will 
be that donations made on or after rst April, 1953, to any charitable insti- 
tution or fund which is exempt under section 4 (3) (i) of the Indian 
Income Tax Act, is non-communal, is either constituted as a public 
charitable trust or is registered under the Societies Registration Act 
etc., and which maintains regular accounts, will be exempt from income- 
tax without having to apply for prior approval to the Central Government 
and that the previous approvals granted will govern the donations made 
up to 31st March 1953’. 


AN OPPORTUNITY 


A young doctor, holder of the M.B., B.S. and M.S. degree is anxious to 
get in touch with any institution or individual prepared to advance money 
or his study for his F.R.C.S, in return for agreement to work for a stated period 
after securiag the fellowship. For further information write The Secretary, 
C.M.A., Nelson Square, Nagpur 1. 


OPPORTUNITY TO STUDY HOSPITAL ADMINISTRATION 


There is an offer from the Superintendent of the Montefiore Hospital 
in Pittsburgh to give board, room and laundry, with residence in the Hospital, 
whilea college graduate, with ability, interest and character for the administration 
of hospitals takes the basic course in Hospital Administration at the graduate 
School of the University of Pittsburgh. This same person will continue for a 
year afterward in Montefiore Hospital with an internship in Hospital Admini- 
stration. For Further particulars apply to The Secretary, C.M.A., Nelson 
Square, Nagpur 1. 

* * * 

As a result of interference with television in the U.S.A. there is the possi- 
bility that a number of diathermy machines may be available. Any hospitals 
interested in securing such machines please write immediately to the Secretary, 
C.M.A., Neslon Square, Nagpur. 


GOODS ADMISSIBLE UNDER THE INDO-AMERICAN 
AGREEMENT 


Goods admissible under this agreement must be such as contribute to the 
diagnosis and treatment of disease. Items such as motor cars, typewriters, 
frigidaires and building materials are therefore no longer admissible. Please 
eliminate all non-medical materials from your invoices under this agreement. 


We 
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BEGIN NOW 


To save your money, to make plans 

To attend in person 

Or send a representative from your hospital 

To the Fourteenth General Conference of the Christian Medical Association 
to be held in Nagpur, October 24-27. 

Application forms with full information will be sent to each member 
before the end of July. 

For additional information write to The Secretary, C.M.A., Nelson Square, 

Nagpur 1. 


THE MISSION TO. LEPERS 


Leper Sunday, 1953 


Leper Sunday will be observed on the Fourteenth Sunday after Trinity, 
which this year falls on September 6th, and the whole Christian Church 
throughout India and Pakistan is invited to join in its observance. 

We ask you, on that day especially, to give thanks to God for His sustaining 
Grace that has made possible the continuation for another year of the service 
rendered by The Mission to Lepers to some 10,000 patients in its own and aided 
Homes. We can rejoice and let our praises ascend on high that many, though 
bearing in their body the physical manifestations of the disease, are finding 
in Jesus Christ that peace which passeth all understanding and are entering 
into the joy of His Salvation. 

We also ask you to give thanks that Christ’s touch hath still its ancient 
power, and to remember in prayer those who are healed from their disease and 
return to their home to take up the threads. of normal life again. May the 
Church of Christ not be slow to extend to them the right hand of fellowship and 
so help them in the struggle with which they are faced. Let us also pray for 
those who do not seek medical treatment until very late—if not too late—that 
they may be given the strength toendure. And let us remember the children, 
asking that those who are well may be saved from infection and that those 
who have the disease may be speedily restored to full health and strength. 

We ask you also to remember in prayer the staff of The Mission to Lepers, 
both in this land and overseas, asking that they may be guided aright and 
sustained in their labours. May those responsible be ever alert to new oppor- 
tunities as they arise, and in everything be given right judgment and wisdom 


so that all that is decided may be in accordance with God’s Holy Will. 


Especially we ask that you will have in mind those who minister day by day 
to the patients in the Homes and those who are engaged in research, striving 
to probe the mysteries that at present surround the disease. 

Finally, we ask you to pray that God will raise up in greater numbers 
men and women devoted to this service, so that the work, started and supported 
in faith and prayer, may be continued to His glory. 

Further information will gladly be given, and gifts gratefully received, by: 


W. Esq., 


Secretary for india, 
The Mission to Lepers, 

Purulia, E.R., 
Bihar. 
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A COMPETITION FOR CHRISTIAN AUTHORS 


The Committee for special literature on Indian Church and Social Conceras 
offers prizes ranging from Rs 100 to Rs 25 for short stories under the general 
title “Who cares!’ 

The competition is open to any Christian author who shall choose one 
of the human subjects listed below while the purpose of the stories is to arouse 
moral indignation and a deepened Christian conviction that God demands 
fearless understanding of the tragedy of human life. This involves Christian 
insights, but not necessarily the use of religious terms or of direct reference 
to God or to Christ. 


The subjects are as follows: a beggar. 
a railway station boy. 
death from famine. 
a sweeper. 
family life on a city pavement. 
unemployed educated youth. 
a refugee. 
chronically sick. 
a woman of the streets. 
a landless labourer. 
an underpaid employee, teacher, etc. 
or any other human situation calling for moral protest. 


The conditions are as follows: 


1. Any short story submitted shall not be less than 1,500 words and 
not more than 2,500 words. 


2. Stories may be in Tamil, Malayalam, or English. 


3. Prizes will be given to each language group, a first prize of Rs 100 
and not more than 4 prizes of Rs 25 each for runners up. 
Three copies of each manuscript, if possible type-written on one 
side of the paper, must be sent by Registered Post to Shri 
A. K. Thampi, H 81, Mosque Road, Basavangudi, Bangalore 4, 
not later than August 1st, 1953. No manuscripts will be 
returned. 
The manuscripts of those awarded prizes will be the property of 


the Committee who will be free to publish such stories as they 
see fit. 


All those who enter the competition are required to accept the 
judges’ verdict as final in all respects; they must also declare 


that the story written is original and their own work and has 
not been published before. 


The judges shall be free to decide not to give any prize if the 
stories submitted do not come up to an adequate standard. 


Further information may be obtained from the Convener. 


Convener, Rev, C, Murray Rocers, 
Competition Sub-Committee. P. O. Raisalpur, 
Dist. Hoshangabad, M.P. 
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The Journal of the Christian Medical Association 


TRAINING OF NURSES IN OPHTHALMIC NURSING 


Surgeons of Hospitals with a large Eye Service are asked to turn to p. 223 
of the Nursinc News to learn the opportunities for overseas training in 
Ophthalmic Nursing. 


ON AMENDMENT OF THE MEMORANDUM OF ASSOCIATION 


Kindly make an early return to the Secretary of the signed Proxy Forms 
sent to each member of the Association. If any member has not received such 
a Form he should at once get in touch with the Secretary of the C.M.A., 
Nelson Square, Nagpur. 


POSITION VACANT 


Wanted: Male, Christian Hindi speaking doctor, licentiate or graduate 
to work as House Surgeon in a 100 bed General Hospital. Apply Medical 
Superintendent, N.Z.P. Mission Hospital, Jagadhrim, Punjab. 


Edited and Published by Dr H. H. Gass, Christian Medical College, Vellore 
Printed in India by Hugh Warren at The Wesley Press and Publishing House, Mysore 
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NURSING NEWS 


NURSES’ AUXILIARY OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


No. 129 July 1953 No. 129 


a 
AIM 


The Extension of the Kingdom of Christ through 
the Ministry of Health and Healing 


OBJECTS 
1. By mutual co-operation and encouragement and by the cultivation of a 
fraternal (brotherly) spirit among all Christian nurses. 


By efforts to secure the highest efficiency in Christian nursing education 
and work. 


3. By the spread of information concerning the need of nursing work and its 
place as an integral part of the Christian message. 
4. To supply a means of effectual co-operation with the Christian Medical 


Association in considering matters of interest common to the Christian Medical and 
Nursing professions. 


5. ‘To consider the special work and problems of Christian nurses. 


PRAYERS 


Let us Pray that God may help us to use the Nurses’ Auxiliary to extend the 
Kingdom of Christ. 


Let us Pray that we and the Doctor (name) and Nurses (names) with whom we 
work shall here today hallow God’s Name, seek His Kingdom, do His Will. 
Let us Pray for our Officers that they and we together may do God’s Will. 


15] 
OFFICERS 
President oo F, E, Grucny, Hat Piplia, via Indore, M.B, 
ViceePresidents oe Mid-India, Mr JoHN Harrison, Mission Hospital, Ratlam, M.B, 
North India, Miss I. C. Ross, Newton Hospital, Ferozepur Cantt. 
Bengal Area, Miss M, Hatt, Duchess of Teck Hospital, Patna. 
Bombay, Miss RacHet THomas, S.S.G, Hospital, Baroda, 
South India. Muss ALEY. MATTHEWs, Scudder Memorial Hospital 
Ranipet. 
Secretary-Treasurer .. Mrs A, Warrs, Farley, Ootacamund, 
News Editor .. oo Mrs Etaet A, Warts, 
Coeopted from C.M.A, DrH. M. Lazarus, C.M.<. Hospital, Vellore. 
2 DRE, W, Witper, Nelson Square, Nagpur 1, 
ts MussI, Dorasyjt, 28 Alipore Road, Delhi, 8. 
Branch Secretaries~ 
Assam Miss Owen, Mission Hospital, Shillong. 
Bihar and Orissa. +» Miss M, Hatt, Duchess of Teck Hospital, Patna. 
Bombay ee ee +» Mrs Duncan Fraser, 1 B Stavely Road, Poona. 
Madhya Bharat and 
Madhya Pradesh .. +» Mrss T, SINGH, Mission Hospital, Indore. 
Hyderabad Muss Kamaca Paut, Mission Hospital, Medak, 
Madras—Andhra_ Miss Dororuy AsPLUND, C.B.M. Hospital, Nellore. 
Madras—Tamil Mr James ARULASANAM, W.P. Memorial Hospital, Mathurai: 


N. W. India ee «+ Mrss E, L. Bares, Medical College Hospital, Ludhiana, 
W, Punjab .. ee +» Muss Dororuy Dacenaart, N.F. Hospital, Montgomery. 
Travancore «+ Muss M, Jakrns, L.M.S. Hospital, Neyyoor. 


Uttar Pradesh Muss D. ATKins, B.C.M.S. Hospitaly Kachhwa. 
South India Nurses’ Examin- 


ing Board Muss Nevooegrrrer, Kugler Hospital, Guntur, 
Mid-India Board of Examiners Muss L. Scorr, U.C,C. Mission, Indore, 
Language Editors— 


Telugu MrcC.H, Marruews, Clough Memorial Hospital, Ongole; 
Hindi ee oe eo MR JOHN HARRISON, Mission Hospital, Ratlam, M.B, 
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EDITORIAL 


Can you help to make the Nursinc News more interesting by supplying the 
following: 


(a) Short descriptions of, or notes on, interesting cases or procedures ? 


(6) Reports of official or social functions in which nursing members of hospitals 
and dispensaries take some part ? 


(c) ‘Write up’ of lectures, or of particular illustrations which have made clear some 


point of nursing technique and which would be interesting if passed on to 
others ? 


(d) Cuttings, or extracts from b»20ks or magazines which are of general interest or 
helpfulness to nurses? (In this case the source must also be given.) 

All articles sent for printing in the News must be in grammatical English and 

preferably typewritten on one side of the paper only. Otherwise it will be disqualified. 


Will members take notice that the V.P.P- system of collecting fees has now been 
abolished; send your subscription by money order or if by cheque be sure to add 8 
annas for bank commission. 


SECRETARY’S NOTE 


News of Miss Clarke is that she expects to be in India by mid-October. She has 


been kept busy speaking at meetings and conferences, keeping in mind the claims of 
the Nurses’ Auxiliary. 


BIENNIAL CONFERENCE OF THE C.M.A.I. 


The Biennial Conference of the Christian Medical Association, 
with which is combined The Annual Meeting of the Nurses’ Auxiliary, 
will be held at Nagpur from Friday, October 24th to Monday 27th. 
Please keep these dates free and do your best to send your Nurse Repre- 
sentatives to these meetings. 

There will be special subjects dealing with Nursing, as well as the 
Annual Business Meeting. 

The Executive Committee also will meet during the time. 

Full particulars of the Conference will be published in the September 
issue of the JOURNAL. 


NOTICES 


‘Wanted: Female Christian Hindi speaking trained Staff Nurse to 
work in a Ioo beded general hospital. Please apply to Medical Super- 
intendent, Mission Hospital, Jagadhri, Punjab.’ 


Miss Ros, formerly Nursing Superintendent of the United Christian Hospital, 


Lahore has been appointed Nursing Superintendent of the Lady Reading (Civil) 
Hospital, Peshawar. 


Sister Weatherhead of the Afghan Mission Hospital, Peshawar, will be returning 
from furlough in August. 


CHRISTIAN MEDICAL ASSOCIATION OF INDIA, PAKISTAN, 
BURMA AND CEYLON 


Note from the President of Nurses Auxiliary of the C.M.A. 

It is with regret that I have to announce that Mrs E. A. Watts who has been 
holding the office of Secretary-Treasurer of the Nurses Auxiliary of the C.M.A. is 
unexpectedly through domestic circumstances having to leave India in the near future. 
Until the return of Miss Alice Clark, temporary arrangement for the carrying on of the 
work has been made. Miss E. C. Putnam, Council Lodge, Nagpur will be taking 
charge of the Nurses Auxiliary Office. Following the receipt of this announcement 
all correspondence, and subscriptions should be sent to her at the above address. 

Any letter sent to Ootacamund will be forwarded on to Miss Putnam at Nagpur. 


FLORENCE GRUCHY 
President, Nurses Auxiliary C.M.A. 
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FOR NURSES LIVING IN ENGLAND INTERESTED 
IN SPECIAL TRAINING IN THE NURSING 
OF TROPICAL DISEASES 


Minute from the meeting of the British Council 


‘r006. Tropical Medicine Course for Nurses 


Miss Cowan reported that Miss Grant of the School of Tropical 
Medicine had been very co-operative in admitting one or two nurses 
to the special Tropical Medicine Course, which had been found to be 
very valuable. One difficulty was that information about vacancies 
was never available until the last minute; another was that the course 
consisted of one lecture a week for 15 weeks, which was impossibly 
inconvenient for anyone not living in London. It might be possible to 
arrange for nurses to be admitted to selected lectures instead of to the 
whole course. Miss Cowan also raised the question as to whether it 
would be worthwhile asking the School if they would arrange a special 
course of say one full week for missionary nurses. She thought that they 
would want at least 12 persons to make it worthwhile. It was agreed 
that Societies should let Miss Cowan know if they would have any nurses 
likely to benefit from such a course in September. Miss Cowan was 
asked to take these matters up with Miss Grant on behalf of the Medical 
Advisory Board.’ 


OF SPECIAL INTEREST TO NURSES WORKING IN EYE 
DEPARTMENT OF CHRISTIAN MISSION HOSPITALS 


The Wells Eye Hospital, Philadelphia, U.S.A. are offering Scholar- 
ships for Postgraduate Studies in the Treatment and Nursing Care of eye 
diseases. ‘There are six vacancies for the Scholarship each year, two for 
training commencing on March 15th 1953 and four for training in 
September 1953. 

Full particulars of the courses can be had from the Secretary of The 
Nurses’ Auxiliary of the C.M.A. and those interested should make appli- 
cation immediately. 


AN ACCOUNT OF MY TOUR IN ASSAM, UNDER THE 
AUSPICES OF THE NURSES’ AUXILIARY OF THE 
CHRISTIAN MEDICAL ASSOCIATION 


After a good many weeks of corresponding, planning, and studying 
of maps, routes, and modes of travel, the great day came when I set 
forth upon a tour that I had looked forward to with some excitement 
and great expectation. Even before I started I realized that this tour 
was going to be somethirig very different from any previously undertaken 
during the time I had been Secretary of the Nurses’ Auxiliary. To 
mention one thing, although I consider myself a well experienced traveller, 
and one who could, without much difficulty, adjust myself to the hazards 
of any mode of travel, I have to confess that I was still living and even 
travelling a bit ‘behind the times’, as I had never journeyed by plane. 
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Neither had I even a desire to do so, and many times while planning the 
Assam tour I tried to find ways and means whereby I could still forego 
this questionable pleasure, and stick to the well tried, old and worthy 
means of vehicular travel. 

It was therefore, with a somewhat awe-like feeling, that one day 
I came out from the Travel Office of Matheson, Bosanquet & Co., in 
Coonoor, having paid my air travel fare, all in one amount, to cover 
seven plane trips. However the money was paid, the deed was done, 
and not only had I committed myself to the awesome unknown, but my 
friend Florence Buckles of Ratlam Mission Hospital had decided that 
to accompany me would be a pleasant way of spending a holiday. So 
I had purchased on her behalf her tickets as well. 

On February 28th, therefore, after spending the day in Madras 
finishing odd bits of shopping and buying an air cushion to save bulk 
and also provide for the mitigation of rougher travel, I left the bungalow 
of my friends in Madras, and they accompanied me to the Madras Air 
Office. When they bade me goodbye, as I with a false courage mounted 
the steps of the air bus which was to take me to the Air Port at Meenam- 
bakkam it seemed as if I had said farewell to my last friend and was entering 
into the unknown. 

The Air Port was reached and the Dakota plane which was to take 
eighteen of us on its night journey was almost ready to start. We were 
weighed, also the luggage, and the adventure began. The engines turned 
and we began to rise. It was the night of the fullmoon, and what a 
lovely sight it was to watch through the plane windows the beautiful 
sight of colour and lights as we flew over the large populous City of Madras. 
As we got settled into the air, the folk who were hardened plane travellers 
knowing all the ropes, soon made themselves comfortable, and very 
soon all were adjusted to the exigenies of night travel, seats tipped, 
pillows fixed, blankets tucked in and were ready for sleep. But it was not 
quite so easy for the, possibly, one only novice on board! 

The first flight was to Nagpur, where we came down about 2.45 a.m. 
and where we enjoyed a beautifully served light meal and changed 
planes ready for the next flight from Nagpur to Calcutta. It was very 
interesting to watch the planes from all parts of India meeting here, and 
changing over their passengers. Officers and pilots enjoyed the short 
break and rest, and fraternied with their friends from other . planes. 
Then at a given signal we were off again on the next stage of the journey. 
By now I had begun to feel I was an experienced air traveller, so settled 
myself down and managed to get some sleep until we arrived in Calcutta 
just a few minutes after scheduled time, where, after deplaning and 
recovering our luggage, we were ready for the excellent breakfast which 
was to fortify us on the third journey to Gauhatti, Assam. 

It has been arranged that my friend Florence and I should meet in 
Calcutta, but it was so difficult to locate her amongst the crowds of people 
at the Aerodrome, that I concluded she had not.arrived. So I deposited 
my luggage in a corner near the Airways India counter, and made for the 
restaurant. When I returned, my friend was waiting for me so we were 
all set for the next trip, and we took off for Assam. This journey took 
about 2} hours, and we reached Gauhatti soon after 11.30 a.m. After 
some light refreshment at the Air Port we made our way to the Air Bus 
which was to take us into Gauhatti Town. 
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Here we came down to earth in a very realistic way. The Air 
Bus was one of the most ramshackle conveyances imaginable, and I do 
not remember travelling in a more uncomfortable conveyance. It was 
a hot, dusty ride over a rough road, and, alas! it so happened that it 
was the time of the Hindu Holi Festival. We watched our fellow passengers 
shut the windows on their side, and just in time to save being douched 
with colour. We shut the window on our side, but the window next 
to the driver was broken and before long the inevitable happened; one 
Holi enthusiast seized the opportunity, and through that shattered 
aperture squirted the horrible liquid into the bus. We were nearing 
Gauhatti Town by this time, and to our chagrin and disgust we arrived 
and descended from the bus, not as inoffensive nurse missionaries should 
' look, but like a pair of fanatic revellers, well dyed, drenched in Holt 
| water. At the Bus Office we sought a place of cleansing, but there was 
no water in which we could wash, it was worse than that in which we 
were dyed, so we accepted the situation as a hopeless one. 

It so happened that Miss Bullock, Superintendent of the Assam 
Nursing Service was returning from a tour, and had that morning arrived at 
Gauhatti, so she helped us get settled in the next bus which was to take 
us the sixty mile ride from Gauhatti to Shillong. 

First to start were the third class buses, and these were followed 
by the second class, after which first class vehicles such as taxis and 
private cars. 

The journey was through beautiful and varied scenery, the first 
eighteen miles on the plains level, then a gradual climb through bamboo 
jungle. The roads are narrow and winding, which necessitates for safety, 
a ‘one way’ system for traffic which is controlled by a very well planned 
timing system and a passing of the opposite way transport at a half way 
halt. At this place one can get light refreshments such as tea and biscuits, 
and at the time we were travelling, delicious oranges. After the half 
way halt the traffic order was reversed and the upper class transport was 
allowed to go on ahead. We were travelling in second class, and, 
incidentally, were on the mail bus, so were the first to leave after 
the private cars. 

The views now changed and became more typical of the higher 
mountain scenery, first through landscape and forest combined, and 
finally the level heights where the pine trees flourish, and where the garden 
scenery of flowers and fruit gave evidence that we were approaching , 
civilization. By 4 p.m. Shillong was reached, and we were met at 
the bus stand by our Hostess, Sister Margaret Owen, who took us in 
the hospital jeep to the Welsh Mission hospital. Bath, refreshment 
and a rest were all indicated by this time, and was the order for the rest 

of my day. The next morning saw us rested and ready to enter into 

the programme prepared for us. The stay at Shillong was somewhat 

protracted because at that time the Assam Nursing Council’s Examinations 

were being held, and it was necessary for Miss Bullock to keep ahead 

of us as she was conducting the oral examinations. So Monday morning, 
March 2nd was spent in seeing a little of Shillong town and its sur- 
roundings. 

After lunch it was a great pleasure to see the lovely hospital. The 
outside appearance is in keeping with the usual architecture of Shillong 
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buildings, with picturesque re-inforced bamboo walls mounted on con- 
crete foundations. The approach is impressive and inviting as one 
enters the spacious foreground, encircled with flower beds filled with 
flowers in full bloom. Inside, spacious wards, well equipped, spotlessly 
clean and gay with brightly coloured blankets, gave one the feeling that 
comfort and care are not spared. ‘The nurses come from many lingual 
areas and the training is conducted in Assamese and English. ‘The 
Teaching Department is well equipped and classrooms are spacious 
and airy. 

A gathering of nurses had been arranged for the evening, and after 
an early dinner the nurses assembled. Practically all the known nurses 
in Shillong had been invited. Private nurses who were attached to the 
tea gardens and others from outside, together with nurses who had come 
in from Jowai for their written examinations and were staying in the hospital 
for the night. After a very interesting programme of music and singing 
I had the privilege of speaking to this gathering, and afterwards to mingle 
with them in social fellowship. It was a most inspiring time. In the 
afternoon I had been taken into the nurses’ sick room where there were 
two nurses as patients, one a junior student, and the other a warrior 
who had spent all her nursing career in the hospital and now was suffering: 
from a tubercular spine and had been on a sick bed for many months. 
Feeling that we wanted these two dear absent ones to enjoy some of the 
fellowship that had been ours that evening we loaded ourselves with 
flowers and eats and paid just a brief visit to them on our way to the bung- 
alow and to bed. 

The next day was spent, more or less, in resting. The nurses were 
all busy with examinations, so this gave time to catch up a bit with letter 
writing. 

Jowa. ‘The following day, March 4th we were up soon after day- 
break as our next visit was to Jowai. The mission hospital jeep was 
again at our disposal. We were warned that the road was bad, but how 
bad it was we soon found out. Again, being narrow, there was the same 
system of controlling the traffic by the one way timing system. As 
soon as we got well out of Shillong we began to shake and bump in an 
alarming manner. We had as our companions the three nurses who 
had come in for the examinations, and they kept us happy and bright 
practically all the time by their singing. First they sang in English, 
in which we could join, and then in Assamese. Certainly their happy 
entertainment did much to keep our minds off the hazards of the road, 
and on this trip we found the air cushion a great help. 

Jowai was reached about 10.30 a.m. and Miss Pritchard gave us 
a warm welcome. She had arranged for us to meet the Doctors and 
Nursing Staff, and soon, with them, we were sitting around a blazing coal 
fire, enjoying cups of hot tea and refreshments. Incidentally, regarding 
the fuel question, they have within their own precincts, their own coal 
seam, and fuel may be had in plenty just for the trouble of hewing it, 
not from a mine, but from a quarry. After this we were conducted 
around the hospital. Certainly its broken down walls, sunken floors, 
and almost collapsing roof was evident indication that work must soon 
cease in this old, well-worn building, and our friends were, with great 
anticipation, looking forward to the opening ceremony of the new Jowai 
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hospital which was due to take place within a week’s time. Work has 
been carried on under very difficult and trying conditions, but patients 
were happy and well cared for in spite of all adverse circumstances. 
After the visit to the hospital we assembled again in the Nurses’ 
Sitting Room for a meeting, when doctors, nurses and technicians were 
present, and again I had the privilege of addressing those present. 

Our next visit was just across the hills, about 14 miles distant, 
to the new hospital, and where Dr and Mrs Tunnel were to entertain 
us to lunch and show us the new hospital. Owing to the precarious 
condition of the old building, the necessity for finishing the new hospital 
was Priority No. 1 on the building programme. Dr and Mrs Tunnel 
and Miss Pritchard were even then obliged to use part of the new building 
as temporary residential quarters. The hospital stands on an elevation, 
and can be seen from quite a long distance. When we saw it early in 
March, it was passing through the final stages of decoration and fur- 
nishing. Some wards were nearly ready and gave us some idea of what 
they would be like when quite completed—spacious, light, and well 
equipped. The Nursing School Classrooms will be the envy of any 
Sister Tutors. We were really quite sorry that we were not able to see 
it a little later, after the official opening. The training of nurses here is 
conducted in Assamese and Hindi. 

After a cup of tea, we climbed into the worthy old jeep to begin 
our journey back to Shillong, and arrived there with a feeling of praise 
and commendation for those who are shouldering the burden of caring 
for the sick, ill and suffering, in the jungles of the Khasi Hills. 

Thursday, March 5th was again a rest day. We were invited out 
to lunch with Miss Ash, a retired nurse who had attended the meeting 
on the Monday evening. The beauty of her garden reminded me of 
home. The afternoon we spent making final arrangements for the return 
journey to Gauhatti, and checking up on tickets for the rest of the tour. 
Shillong is a lovely place, the people so friendly, and I have nothing but 
appreciation for, not only their professional work, but for the spiritual 
ministry that is being exercised at the same time. I thank Miss Owen 
and her colleagues and all those who contributed towards making our 
visit such a happy one. 


(To be continued in our next issue) 


THE BLOCK SYSTEM OF TEACHING 
By Devi 


Having studied the Block System of Teaching at close quarters 
over a number of years, I feel that it has much to recommend it. Whatever 
the merits of other methods of teaching, the Block System is a definite 
advance on the old systems, and it does give the nurse some student 
status, which is especially important in India. A good type of Nursing 
Education will attract good students. 

Of course it has its drawbacks; many claim that it divorces theory 
from practice; that if a student falls sick, it is difficult to catch up. From 
an administrative point of view it is difficult to arrange, since it requires 
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additional nurses, indeed it requires the intake of an extra class, since a 
class is withdrawn from practical duty, for a ‘block’ period. Also, 


it calls for the co-operation of the medical staff lecturers who are required 
to complete their course of lectures in a shorter time, e.g., surgical lectures. 
must be given in the ‘Surgical Block’; I, however, found that most lecturers 
were only too glad to clear their course lectures in concentrated teaching, 
as it left them free for a much longer period, perhaps for nine to ten 


months. 


The advantages may be summarized as follows: 


It allows the student nurse to be taken out of the wards for 
definite study periods during each term. 

It provides for supervision of the practical work of the student, 
in the wards between ‘Blocks’. 

The student does not leave the ward, tired, at the end of a busy 
day, to attend lectures. 

She does not have to be relieved for lecture by a nurse, who 
has probably already completed her duty. 

The ward sister is not harassed by having nurses leave the ward 
at inconvenient times, to attend lectures. 

The sister tutor is spared repeat lectures, which at best, are of 
doubtful value. 

There is more time available for detailed explanation when 
necessary, and for revision, which is invaluable to the student. 
For this latter, various methods may be used e.g., 


(a) Blackboard work; 

(b) Round Table and other forms of discussion; 
(c) Essays; 

d) Oral Revision; 


(e) Silent study, followed by discussion on the subject 
study. 


Greater activity on the part of the student is encouraged. She 
takes a definite part in her teaching by seeking much of 
her own material, which she gives out again to her teacher and 
fellow students during Round Table and by other means. 

Ward clinics, covering subjects being studied are arranged when- 
ever possible and are conducted by members of the medical stat 
or departmental sister. The ward sister is thus included 
in the teaching programme. By these methods the student 
nurse must assimilate more knowledge. The sister tutor, 
acting more as a guide, is still necessary, as she has much to 
give from her own practical experience; the importance 
of this cannot be over-estimated as teachers must be women 
with the wide knowledge of all branches of their profession. 

The Block System may be modified to suit existing conditions 
in a hospital. The curriculum, period of ‘blocks’ and 
teaching facilities available, are also variable and may be 
adapted to meet the particular needs of a hospital. 


In planning the school routine under this system, the curriculum 
should be divided into sections, or ‘blocks’, the subject being suitably 
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grouped in sequence, so as to allow of their being covered in five or six 
blocks during the training period of three years. These ‘blocks’ may be, 
1. Preliminary 
First year subjects 
Medical 
Surgical 
Special subjects 
Final Revision 
In each ‘block’ the syllabus is detailed to include all instructions, 
both theoretical and practical, on subjects being studied. 


Staff Required 


Three sister tutors and a fourth one, when more ward supervising 
and follow-up work is being done. 


Ist year 


} 2nd year 


3rd year 


Time 
Time required may vary in different institutions, e.g., 
1. Full time ‘block’ and no ward work; I do not approve this. 


2. Four days in school, two days in the wards and one off has proved 
very satisfactory to all concerned. 


Student nurses in New Zealand have responded whole-heartedly 
to the Block System of ‘Teaching and the results have been most gratifying. 
The following specimen time-tables may be of interest. 


Preliminary Block of 12 Weeks 
Specimen time-table for one day: 


8.30-9 a.m. Physical Culture 

9-10 a.m. Anatomy and Physiology 

10-10.15 a.m. Morning Tea 

10.15-11 a.m. Set silent study or quiz on any subject 

11-12 noon Dietetics 

12-12.30 p.m. Health Nursing 

12.30-1.30 p.m. Lunch 

1.30-2 p.m. Lecture on Practical Procedure demonstrations of above by 
sister tutor and practice by students 

3.30-4 p.m. Set silent study or short test 

4-4.30 p.m. Afrernoon Tea 

4.30-5 p.m. Cleaning 


Summary of Hours 


Ethics ene 
Health Nursing 
Bacteriology 
Materia Medica 
History of Nursing ... 
Dietetics (Theory) ... 
(Practice) ... 
Anatomy and Physiology 
Silent study, Discussions Round Table 
Revision ... ose 
Practical Nursing Technique bee 


Preliminary Examination at the end of this Bloc« 
Schedule: 


4 days in the Tutorial School 
2 days in the Wards 
1 day off (Sunday) 


4g 
: 
\ 
| 
4 
Hours 
eee + mint 
eee 10 4 
vee 8 
eee 28 
eve 22 
eee 58 
eae 47 
: 
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9-10 a.m. 

10-10.15 a.m. 
10.15-11 a.m. 
11-12.30 a.m. 


9-10 a.m. 
10-10.15 a.m. 
10.15-11 a.m. 
11-12 a.m. 
12-12.30 p.m. 
12.30-1.30 p.m. 
1.30-2 p.m. 
2-3 p.m. 
3-4 p.m. 
4-4.30 p.m. 
4.30-5 p.m. 


Dietetics 


9-10 a.m. 
10-10.15 a.m. 


12.30-1.30 p.m. 
1.30-2 p.m. 
2-3 p.m. 


3-4 p.m. 
4+4.30 p.m. 
4.30-5 p.m. 


Doctors’ Lectures 


10.15-11.30 am. 
11.30-12.30 p.m. 


Specimen time-table for one day: 


Anatomy and Physiology by Doctor ... 


Round table discussion : Silent study tests ... 40 
Lectures before block: 

Once a week for four weeks 
Lectures after block : 
Twice a week until examination at end of Ist year. 


Specimen time-table for one day: 


Sister tutor’s lectures 
Tests, silent study, etc. 


Specimen time-table for one day : 


Junior Term (End of 10 months) 


Anatomy and Physiology—sister tutor 
Morning Tea 

Set silent study 

Blackboard summaries or some from revision 
Lunch 

Educational Session by student 

Doctor’s Lecture 

Practical Work 

Afternoon Tea 

‘Theory of Nursing procedure or materia medica—sister tutor 


Summary of Hours 


Revision of above by sister tutor one 
Practical ave ose 
Dietetics eer oe eee eee 12 


Medical Block 


Lecture on Nursing arts by sister tutor 
Morning Tea 

Dietetics 

Revision of test paper on blackboard 
Silent study set 

Lunch 

Educational period 

Doctor’s Lecture 

Clinic in ward, or practical in school 
Afternoon Tea 
Set silent study 


Summary of Hours 


Communicable Diseases 


Systemic Medicine ... 

Practical ... 

Infant Welfare “a 

Medical Nursing eee ‘eee 30 
Materia Medica eee eee 4 


eee eee eee eee 25 


Surgical Block 


Gynaecological Nursing—sister tutor 

Morning Tea 

Test Paper 

Doctor Lecture 

Lunch 

Educational Discussion 

(given in operation theatre by th -itre 
sister 

Nursing Procedure—sister tutor 

Afternoon Tea 

Set silent study 
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Summary of Hours 


Doctors’ Lectures 
Specialists’ Lectures (eye, ear, nose and throat) 
Theatre technique (Theatre sister) 
Sister tutor— Surgical Nursing 
Gynaecology 
Tests and Revision 
Silent study ... 
Practical ase 


Semi-Final Block 
(Beginning of 3rd year) 
Specimen time-table for one day: 
9-10 a.m. -- Isolation Technique—sister tutor 
10-10.15 a.m. .» Morning Tea 
10.15-11 a.m. Dietetics 
11-11.30 a.m. «. Set silent study 
11.30-12-30 p.m. ... Clinic in ward (Doctor or Departmental Sister) 
12.30-1. 0 p.m. Lunch 
Set silent study 
Doctor’s Lecture (Medicine of Surgery) 
Nursing treatment of subject lecture by Doctor—sister tutor 
-m. ... Afternoon Tea 
4. 30-5 p.m. .. Set silent study 


Summary of Hours 
Doctors’ Lectures 
(including anaesthetic), ward clinics surgery coe ees 
Orthopaedics, Medicine and Pulmonary Tuberculosis Sister tutor: 


(including practical Nursing, Surgical and Medical Nursing, materia 
medica) ... 


Dietetics ... see 


Final Block (6 weeks before Final Examination) 
Specimen time-table for one day: 


9-10 a.m. Sister tutor (all lectures: Revision of Semi-final Block) 
10-10.15 a.m. Morning Tea 

10.15-11 a.m. Set silent study or ward clinic 

11-11.30 a.m. -» Quiz by Sister tutor on set study 

11.30-12.30 p.m. Practical work in ward onparviead by Sister tutor 
12-30-1.30 p.m. Lunch 

1.30-3 p.m. Test Paper 

3-4 p.m. ... Lecture—sister tutor 

4-4.3) p.m. Afternoon Tea 

4.30-5 p.m. ' Set silent study 


Summary of Hours 


Medical and Surgical revision (Sister tutor) 

Practical revision in wards 

Dietetics 

Test Papers vie 

Silent study 


Departmental Clinic studies, €.2.5 Linen Room Laboratory, Dispensary, 
Diet Room, X-Ray Dept., etc. eee eee 
No pre-‘ Block’ Lectures are given. 


Post Block Lectures: Vary according to the need of the pupils 
but approximately two test papers or two 1 hour discussions are given 
weekly for 5-6 weeks. If it is thought necessary, extra coaching is given 
to some students. 

Re-Examination: All Practical Examinations are given during 
the last week in Block (also dietetics). 


Doctors’ Examinations: Held approximately three weeks after 
‘Block’. 
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MEDITATIONS 
From 1 Cor. 13 Chapter (Continued) 
NOT PUFFED UP, I Cor. 13:4 SHE FLOUTS NOT DECENCY, I Cor. 13:5 


Do you remember when you used to blow bubbles? With what 
delight you watched the thinest film of soap and water with its pretty 
colours rise into a dome, and then into a balloon, and then into a floating 
sphere, and detach itself from your pipe, and go floating on the breeze. 
It was all breath, just hot air, held from bursting by the flimsiest film 
of soap and water. It was ‘almost nothing’ blown up. 

Or perhaps you used to blow up the brown paper bags, and when 
they were puffed up, you would tightly hold the opening, and make them 
burst with an awful bang. You had blown up an old paper bag with your 
hot air, and then burst it. 

Love is not puffed up. Love is not inflated. Love is not a mass 
of hot air. 

Our attitude towards others is made valuable or otherwise by our 
attitude towards ourselves. Love has no delusions about itself. Love 
is not inflated with a false sense of its own importance. 

The truly great are always humble. They are never self-inflated. 
‘They have no real reason to be. We speak of empty boasting. But 
is there any other kind? What is the nature and the essence of boasting? 
Just emptiness. No one is long deceived by it. It irritates others, who 
feel that they are imposed on by emptiness. 

If we are great we do not need to boast. Those who are great do 
not boast. ‘Those who do boast, boast about what they have or are, 
but they do it because of what they lack. 

Self-inflation is ‘a proof that we are conscious of being small, so we 
puff our little that it may appear large. The inflated paper bag is only 
bigger than the uninflated bag by the amount of ‘hot air’ we put in it. 
It is therefore larger? Self-inflation is an advertisement of poverty. 

I knew a little man who was very conscious of his shortness of stature. 
He tried to make up for it by walking with a heavy tread, and by putting 
his head back when he looked up at you as though he were trying to 
look down on you. But it only made us all smile. It did not really 
make him big. 

The world boasts of its relationships, often very distant and very 
doubtful, to some Duke or Peer, as though that were a hallmark of 
greatness. Love comes along. and speaks of ‘brotherhood’ and asks 
permission to serve. 

The world boasts about its ability to command the service of others. 
But love does not what other men’s strength, but the right to offer its 
prbine It likes the feel of putting its own shoulder under the other man’s 
wheel. 

I remember Love Incarnate saying: ‘I am among you as one that 
serveth’. 

Luther prayed to be delivered from the lust of power. F. B. Meyer, 
to whom the Christian public likes to ascribe the idea of spiritual greatness, 
tells that he had no blessing in one of his churches until he could pray 
sincerely and without any jealousy for the success of two neighbouring 


churches. 
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Love neither grudges others their gifts, nor seeks to show off its own. 

O Thou who art Incarnate Love, help me to realize that I am nothing 
apart from Thee, and that I have nothing. Help me to resist the temp- 
tation to try and puff that nothing up. Rather, may my empty vessel be 
ever held under the Living Spring, and, filled with Thy Love, for ever- 
more to overflow in love and service to others. 


Die to thy root, sweet flower! 

If God so wills, die even to thy root; 

‘Lie there awhile an uncomplaining, mute, 
Blank life, with darkness wrapped about thy head, 
And fear not for the silence round thee spread: 
This is no grave, though thou among the dead 
Are counted, but the Hiding-place of Power: 

Die to thy root, sweet flower! 


‘Doth not behave herself unseemly’ is how the Authorized Version 
puts it. ‘Seemly’ is an old-fashioned word, we do not often hear it now, 
except on the lips of old-fashioned people. My old father used to tell 
me some of the things I said, and the way I said them were all right 
when talking to my school chums, but that they were unseemly when 
talking to my parents. ‘Seemliness’ is tact, delicacy, judgment, 
propriety, the right way of being and doing right. 

In the first three verses Paul spoke about love and its qualities as 
the essential in life. But has not Paul stepped aside from essentials 
just here? Is seemliness essential? 

Look deeper. A thing is only completely right when done in the 
right way. ‘Love doth not behave herself unseemly.’ 

Seemliness is not acquiescing in things as they are, ‘when in Rome 
doing as Rome does’ Peace can be purchased at too great a price. The 
greatest example of love, love in its perfect form, died rather than 
acquiesce. 

No! Seemliness is not acquiescing, but it is a way of doing things. 
It is an adjustment to situations and people. The way we do things 
is more important than we think. The end and the means taken to 
accomplish it are more closely related than we think. The spirit of life, 
and the conduct of life are vitally related. He who habitually does ill 
cannot mean well. 

As for love, she neither blunders nor is tactless. Those who 
continually blunder and lack tact cannot live in a very close fellowship 
with God. 

Consider with what tact Jesus Christ dealt with the woman brought 
to Him by the Pharisees. Or think of the parable of the Good Samaritan, 
and drink of the skill and tact it represents, in handling fault finding 
people. 

It is easy enough to deliver your soul, and hand out some ‘tongue 
pie’, and speak your mind. And it may have a show of courage and 
sincerity to do so. It also may bruise your brother or sister, and burn 
bitterness into their soul. 

We may do good badly. Our direction may be good, but our ele- 
vation may be bad. Our intention may be right, and our method may 
be poor. We are apt to emphasize one virtue at the expense of another. 
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The earnest are often impatient. The honest are often unlovely. The 
frank are often unsympathetic. The sympathetic may be weak. But 
love balances our inner life, and thus keeps our virtues in proportion. 

How strong and delicate is the scene on the lakeside in John 21. 
Peter had publicly denied his Master. Jesus could not let it go unrebuked. 
Yet Jesus would administer the rebuke in as public a way as Peter had 
denied Him, and do it as sweetly and tenderly as possible, and with a 
little hurt. How beautifully He managed to do so. 

Any minute examination of Paul’s life and his relationship with his 
fellow workers reveals an infinite delicacy and courtesy. Love imparts 
a delicacy of feeling quite beyond the rules of politeness. Love has 
unloveliness. | 

We have the name of Jesus Christ called up on us, we are Christians. 
Men judge Him by us, we must be careful to show His essential qualities. 


‘Dear Master, in whose life I see 

All that I would, but fail to be, 

Let thy clear light for ever shine, 

To shape and guide this life of mine. 
Though what I dream and what I do 

In my weak days, are always two, 

Help me, oppressed by things undone, 

O Thou, whose deeds and dreams were one’ 


Dear Master, we follow Thee through the Gospel story, and marvel 
at Thy sweetness, Thy tact, Thy gentleness, Thy strength. We see 
Thee doing the thing that hurts, and yet doing it in the least hurtful way. 
We see Thee making the necessary demands of men, and yet doing it 
so as to inspire them to do it. We watch Thee among friends and foes. 
and lo! always Thou dost act with grace and beauty. Impart this spirit 
to us. May men know we have been with Thee. 


DAILY BIBLE READINGS 
Every Morning 


Be sure to read the assigned passage carefully’ before 
attempting to answer the questions. 

example for me to seek to follow by God’s 

ip! 

2. Is there a command to be obeyed? 

3. Is there a sin for me to avoid or to forsake? 

4. Is there a promise for me to claim; if so, what are its 
conditions? 

5. What does this passage teach me (by illustration or 
statement) about fesus Christ, God, myself, His 
will for my life? 

6. Is there something in this passage which should be my 
prayer for today? 
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1953 


The Daily Reading List for 1953 is that issued by the Scripture 
Union, and is reproduced by their kind permission. Helpful notes on 
these readings may be obtained from the Rev. Paul Das, North India 
Christian Tract and Book Society, 18 Clive Road, Allahabad. \ 


‘Daily Bread’ Notes by the Rev. Guy H. King—Re 1-8-0 per year. 
Daily Notes on the Scripture Portions—Re 1-8-o per year. 


It is also recommended that Scripture reading and study groups be 
arranged by hospital staffs. 


Date August Daily Text to be Learned by Heart Reference Text 


1S. Luke 8:39 Return to thine own house, and show how 


great things God hath done --| Rom. 10: 14, 15 


25S. 
3M. 


4 Tu. 


5 W. 


6 Th. 


» 8:40 
9; 22 
9: 43 
9: 48 
10:3 
» 10:20 
103 25 


123 16 


» 11: 31 


When Jesus was returned, the people gladly 
received Him ... 

He received them and spake unto them of 
the Kingdom of God ... 

The Son of Man must suffer many things, 
and be rejected 

They were all amazed at the mighty power 
of God 

He that is least among “you all, ‘the same 
shall be great . 

Go your ways: behold, I send you forth as 
lambs among the wolves oe eee 

Rejoice, because your names are written in 
heaven 

7? what shall 1 do “to inherit eternal 

Lord, teach us to pray eee 

Others tempting Him, sought of Him a sign 
from heaven ... 

Behold, a greater than Solomon i is ‘here 

Woe unto you... ye entered not in your- 
selves, and them that were omnete in 
ye hindered 

Whatsoever ye have spoken in "darkness 
shall be heard in the light 

Take heed, and beware of covetousness__... 

Be ye... ready for the Son of man nee 
at an hour when ye think not... 

How is that ye do not discern this time? . 

Except ye repent ye likewise perish eee 

Strive to enter in at the straight gate 

Whosoever exalteth shall be abased eae 

Blessed is he that shall eat bread in the 
Kingdom of God coe 

Whosoever he be of you ‘that forsaketh not 
all that he hath, he cannot be My 
disciple 


Then drew near unto Him all the ‘publicans 


and sinners for to hear Him... 
Son, thou art ever with me, and all that I 
have is Thine .. 
He that is faithful in that which is least is | 
faithful also in much 
If they hear not Moses and prophets, neither 
will they be one rose 
from the dead 
Lord, increase our faith . a 
Jesus, Master, have mercy ‘on ee 


eee eee 


Rev. 3: 11 
Luke 4; 43 
Isaiah 53: 5 
Matt. 28: 18 
1 Pet. 5:6 

2 Tim. 3: 12 
Rev. 21: 27 


John 5: 24 
--| James 5: 16 


John 20: 29 


- | Ps. 86: 9, 10 


-- | Rom. 14: 13 


. | Matt. 12: 36 
1 Tim. 6:6, 7 


1 Thess. 5: 6 
-| John 1: 11 
Acts 14: 22 
Prov. 16:5 


Rev. 19: 9 


1 John 2: 15 
1 Tim, 1: 15 
Phil 4:19 


2 


John 5: 39 
1 Tim, 6: 12 
Joel 2: 13 
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Date August 


Daily Text to be Learned by Heart 


Reference Text 


29 S- Luke 17: 25 


64, 
31M. ,, 18: 27 
September 
1 Tu. Luke 18: 33 
4F. ,, 19: 34 
63. . athe 
7M. _,, 20: 26 
8 Tu. ,, 20: 38 
OW. ,, 2134 
10 Th. ,, 21:17 
uF. ata 
i26. 
13S. ,, 22:19 
14M.’ ,, 
15 Tu. ,, 22:46 
,, 22: 69 
17 Th... 
18F. ,, 23:14 
20S. _,, 233 45 
,, 24:5 
22 Tu. » 24222 
233W. 24:27 
24 Th. ,, 24: 49 
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First must He suffer many things, and be 
rejected of this generation 

Men ought always to pray, and not to 
faint ... 

The things which are impossible with men 
are possible with God . gee 


They shall . . . put Him to death: and the 
third day He shall rise again... ‘ 

This day is salvation come to this house .. 

We will not have this man to reign 
over us 

The Lord hath need of him yee 

My house is the house of prayer: but ye 
have made it a den of thieves 

The Scribes . . . spake unto Him, saying, 
Tell us, by what authority does Thou 
these things? 

They could not take hold of His words 
before the people 

He is not a God of the “dead, but of the 
living 

She of her penury hath cast in all the living 
that she had ... 

Ye shall be hated of all men for My Names 
sake .. 

Then shall they see the Son of man coming 
in a cloud with power and great glory 

Then entered Satan into Judas... 

This is My body which is given for you 

I have prayed for thee . 

Why sleep ye? rise and pray, lest ye enter 
into temptation 

Hereafter shall the Son of man sit on the 
right hand of the power of God 

He questioned with Him in many words ; 
but He answered him nothing . oe 

I. . . have found no fault in this Man eee 

He saved others; let Him save Himself, if 
He be Christ, the chosen of God 

The veil of the ‘temple was rent in 

Why seek ye the living among the dead ? 
He is not here, but is risen afi 

We trusted that it had been He which 
should have redeemed Israel 

He expounded unto them in all the Scrip- 
tures the things concerning Himself __.. 

Behold, I send the par of My Father 
upon you see 

Elijah . . . smote the waters, and ‘they were 
divided . . . sothat they two went over 
on dry ground 

He wrought evil in the sight of the Lord . 

This is but a light thing in the sight of 
the Lord 

I perceive that this is an holy man of God .. 

She went and came unto the man of God .. 

Give the people, that they may eat: for this 
saith the Lord, eat, shall 
leave thereof . 


Isaiah 53: 3 


Heb. 7: 25 


Heb. 10: 12 
Lam. 3: 26 


Rev. 11: 15 
1 Cor. 1: 27 


Ps, 93: 5 


Acts 10: 38 
Prov. 26: 4 
John 11: 25 
2 Cor. 9:7 
Phil. 1: 29 


Rev. 1:7 
wen | Eph. 4: 27 
1 Pet. 2: 24 


1°Fim, 2:5 
2 Pet- 2:9 
Rom. 8: 34 


. | Isaiah 53: 7 
1 Pet. 2: 21, 22 


Hosea 13: 4 


Rev. 5:9 


.| Acts 18: 28 


-| Joel 2: 28 


Exod. 14: 21 
Rom. 12: 9 


32: 27 
1 Pet. 1: 16 


. | John 6: 35 


1 Thess. 5, 17, 18 


Heb. 10: 19, 20 
1 Cor. 15: 19, 20 
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ALDESTAN FOR 
TYPHOID 


Aldestan Tablets, effective in all stages of Typhoid. 
Bottles of 30, 60 and 300 at Rs. 5, Rs.9 and Rs. 40 
respectively. 


Packing, forwarding charges and sales tax extra 


Important: Special Concession to Missionary and Charitable 
Institutions. 


N.B.—Descriptive literature and exhaustive clinical reports on request. 


SOLE DISTRIBUTORS FOR BOMBAY AND SAURASHTRA STATES: 
CHAVANNES & CO., LTD. 


Mercantile Chambers, 
Graham Road, Ballard Estate, Bombay (1) 


Post Box: 552 Telegram: INDOFRANCO Telephone: 21454 


Lhe wold wer 
HEPORAL VITALYN(B- 


(POLYVALENT LIVER EXTRACT) (VITAMIN "B" COMPLEX) 


NEO-HEPORAL ¢ VITALYN(V-M) 


QVITAMIN 812 CONCENTRATE) (MULTIVITAMINS-MINERALS COMPOUND) 


All products made under — 
sirict Laboratory control. 
Write for Catalogue 
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HOSPITAL 
AND 
DISPENSARY RECORDS 


Daily and Four-hourly Temperature Charts 
Order Sheets. Laboratory Records 
Case Records. Operation Records 

Blood Sugar ‘Tolerance ‘Test Records 
Carbon Duplicate Hospital Account Book 


Dispensary Records 


THE WESLEY PRESS & PUBLISHING HOUSE 


MYSORE CITY 
AND 


THE C.M.A.I. HOSPITAL SUPPLY AGENCY 
DHAPLA BUILDING 
GOVERNMENT GATE ROAD 
BOMBAY 12 
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THE JOURNAL OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


Editor: H.H. Gass Associate Editor: DoNnatp E. PATERSON 
Members of Editorial Board: 
D. C. DevapHaRr I. E. J. Davip Y. D. Uzcarge 


Published Bi-monthly, One Volume per year by The Wesley Press, Mysore City 


EDITORIAL COMMUNICATIONS 


Original Communications. The JourNat will be pleased to consider for publication 
suitable articles by non-members as well as by members of the Christian Medical 
Association of India, Pakistan, Burma and Ceylon. Manuscripts should be sent to 
the Editor, H. H. Gass, M.D., Christian Medical College Hospital, Vellore, North Arcot 
District, S. India. Articles are accepted for publication upon the understanding that 
they are contributed solely to the JouRNAL of the Christian Medical Association of 
India, Pakistan, Burma and Ceylon. 


Neither the Editor nor the publishers accepts responsibility for the views and state- 
ments of authors as published in their Original ‘Communications’. 


Manuscripts. Manuscripts should be typewritten on one side of the paper only 
with double spacing and liberal margins. Pages should be, if possible, 8} x 11 inches. 
References should be placed at the end of the article and should include, in the order 
given: name of author, title of article, journal, volume, page and year. [Illustrations 
accompanying manuscripts should be numbered provided with suitable legends and 
marked on margin or back with the author’s name. 


Illustrations. A reasonable number of half-tone illustrations will be reproduced 
free of cost to the author, but special arrangements must be made with the Editor for 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and 
charts), should be drawn and lettered only in indian ink or black typewriter ribbon as 
ordinary blue ink or colours will not reproduce. Only good photographic prints or 
drawings should be supplied for half-tone work. 


Reprints. Twenty-five reprints of articles published among ‘ Original Communica- 
tions’ will be furnished to the author free of charge. Arrangements for additional 
reprints must be made directly with the publishers, The Wesley Press, Mysore City, 
Mysore. Individual reprints of an article must be obtained through the author. 


- Consultants’ Column. Questions for the Consultants’ Column are to be sent to the 
itor. 


Institutional Reports and News Notes. Annual Reports of hospitals and other 
medical institutions, brief descriptions, celebrations or developments in them and 
personal notes concerning members are solicited for the above departments of the 
mg They should be sent to the Secretary, E. W. Wilder, M.D., Nelson Square, 

agpur 1. 


Notices and Classified Advertisements are to be sent to the Secretary. The latter 
should be accompanied by a Money Order for Rs. 3 per insertion for 3 lines. 


Change of Address. 'The Secretary and Publishers alike would appreciate prompt 
notice of change of address of members which may be sent either to the Secretary or 
the Wesley Press, Mysore. In this connection the attention of members going on 
furlough or study leave is drawn to the fact that it costs no more to send their JouRNAL 
overseas than to their local station. On leaving the country send your forwarding 
address to the Press. 


Commercial Advertising. Enquiries concerning space should be addressed to the 
Manager of the Wesley Press, Mysore City, Mysore. 


Memberships and Subscriptions are collected by the Publishers. Notice of expiry of 
such is sent to the individual by the Press one month before expiry. On receipt of such 
notice it is requested either that immediate payment by money order be made or that 
instruction be given to responsible persons to accept the next JourNnaL V.P.P. if the 
member or subscriber himself is to be out of station. Careful observance of this will 
assist the publishers and the secretary and prevent many a lapsed membership. 
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We have pleasure in announcing 


the availability of 


‘AVLOCLOR’ 


brand CHLOROQUINE DIPHOSPHATE 
As an effective antimalarial, ‘Avloclor’ is indicated 
in the treatment and suppression of Malaria. 
It is also specific in the treatment of 
_ hepatic amoebiasis. 


Available in tablet form (0.25 gramme) for oral administration, 


in packs of 10 and 500. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 


Calcutta Bombay Madras Kanpur New Delhi 
Ahmedabad Amritsar Bangalore Cochin 
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WHOLE LIVER 
EXTRACT 


WITH VITAMIN 


Contains all the anti-anaemic 
principles from 15 gms. of 
fresh sheep liver, plus 

10 microgrammes of 
crystalline VITAMIN 

Biz and 12.5 mgs. 
Nicotinic Acid 


Amide per c.c. > 


Packing: 6, 25, 50 
and 100 ampoules 
of 2 ec. and 

8.C. vials of 10 ce. 


A PRODUCT OF 


Sole Distributors 
TEDDINGTON CHEMICA W.T. SUREN & CO. LTD., 


P. ©. Box 229, BOMBAY 
Branches: 
CALCUTTA: P. O. Box 672 
- MADRAS: P. ©. Box 1286 
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ee one dose treatment 
The outstanding advantage of CAMOQUIN 


is the ease with which the control of malaria 
can be achieved. A single dose can usually be relied upon to produce an effective 
Clinical cure, while one dose every fortnight gives a high degree of protection. 
CAMOQUIN has met with considerable success in all forms of malaria in 
Africa, India, the Philippines and South America and has been 
suggested as the product of choice*. 


Supplied in single-dose pack of 3 tablets and bottles of 1000. 


* “The superiority of ‘Camoquin’ over other antimalarials”, Singh, I. & Kalyanum, T. S. 
Brit. Med. Jn!., 


Parke, Davis & Company, Limited me. Bombay 
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